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To-pay your attention will be directed to three cases 
of injury of the lower part of the vertebral column, the 
lesions in all affecting the leash of nerves called the 
cauda equina, A glance at a specimen of the back 
bone with the spinal cord and its nerves in position, 
shows the considerable length of the portion of the 
canal in which the cauda equina hangs—six inches at 
least. This is one of the best protected spaces in the 
human body. The spines, arches, and bodies of the 
vertebree are of greater bulk and strength than else- 
where, and dislocations and fractures of the vertebrz 
can only result from the application of a great crush- 
ing, twisting, or rending force. Injuries to this part 
of the human framework, however, while not common 
are not extremely rare, because it is often exposed to 
certain accidents during the performance of heavy labor, 
and also because in falls from heights, or in severe blows 
or crushes, hemorrhage into this region is particularly 
likely to occur. Occasionally also lesions of the cauda 
equinal space are secondary to disease or injury of the 
spinal column, membranes, or cord at a higher level; 
as the result, for example, of a fracture or dislocation, 
or, at least, in connection with either of these injuries, 
a hemorrhage may take place in the dorsal cord, and 
the blood find its way down the smooth intra-spinal 
spaces to the lowest and widest portion of the canal; or, 
an inflammatory process may extend along the mem- 
branes to the cauda equina. 

Comparatively little attention has been paid to trau- 
matic or other lesions of the cauda equina until the last 
two or three years. Cases have been reported from time 
to time, a few with post-mortem records. Nota few of 
the cases without autopsies which are to be found in 
surgical literature, evidently examples of affections of 
the cauda equina, are reported under other names, as, 
for instance, concussion and myelitis, The most sys- 
tematic and valuable papers on this subject are those of 
Thorburn,! of Manchester, England. In this country 
Osler? has reported a few cases of disease or injury to 
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the conus medullaris or cauda, and I have also put on 
record two or three traumatic cases.!_ In the papers of 
Thorburn the literature of the subject has been collected, 
but it is meagre. 

Diseases and injuries of the cauda equina have both a 
scientific and a directly practical interest. Their study 
throws light upon some questions in sensory, motor, 
trophic and visceral physiology; as, for example, the 
exact cutaneous and muscular distributions of certain 
nerves, and the position of anal, vesical, sexual, or other 
centres in the spinal cord. They are, in fact, often’ 
excellent experiments for determining the functions of 
spinal segments and nerves. Practically they are of 
great importance for diagnosis, prognosis, and treat- 
ment. Some of the problems of diagnosis will be treated 
of after the presentation of the cases. As regards prog- 
nosis, while some of the cases are of the greatest 
possible seriousness, resulting fatally or causing exten- 
sive and permanent paralysis, others which at first have 
an entirely hopeless appearance make partial and oc- 
casionally almost complete recoveries. One question 
in the treatment of these cases is whether or not tre- 
phining should be performed, a problem by no means 
easy to decide. Thorburn advocates operation in most 
cases, On the one hand we have a region of the spinal 
column chiefly containing nerves, and not the more 
vital and delicate cord, and, therefore, operation offers 
considerable hope and is less dangerous. On the other 
hand, however, cases apparently desperate and hope- 
less at first, under rest, absorbents, electricity and time, 
make such approximate recoveries as to throw doubt 
upon the value of active surgical interference. The 
cases which will be presented this morning illustrate 
both sides of this problem of prognosis and treatment. 
Two of them have made partial recoveries trom condi- 
tions of almost complete sensory and motor paralysis, 
although they are by no means entirely relieved from 
suffering and disability. The third case is one in which 
injury, probably a fracture, accompanied or followed by 
hemorrhage, has left the patient in a hopeless condition 
of paralysis and suffering, and is probably one in which 
if operation had been early performed, much of this 
misery and helplessness might have been saved. 

The first patient I bring before you, as you see, walks 
about with some spryness, but has a peculiar, limping, 
thumping gait, the motor defect which causes it being 
seemingly more marked in one limb than the other. 
The following are the notes of his history : 

CasE I. Hemorrhage into the cauda equina from 
traumatism: involvement of certain sacral nerves ; 
marked anesthesia in the distribution of the small sciatic, 
pudic, inferior hemorrhoidal, and inferior pudendal ; 
imperfect anesthesia in other areas; paralysis in some 
of the muscles from the sacral segment : vesical and anal 
symptoms ; great improvement,—M. H., aged forty-four, 
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white, born in Ireland, a laborer, in August, 1887, while 
carrying a hod, fell from a scaffold twenty-five feet from 
the ground, and landed on his feet. He broke no bones, 
but could not walk. He was taken in an ambulance to 
the German Hospital, where he remained four months. 
For the first fifteen hours he is quite sure he had normal 
sensation in his legs, which he could also move up and 
down without difficulty, but during this time he had 
great pain in his back, especially when he attempted to 
move. Healso had pain in the pelvis and in the upper 
gluteal regions. After fifteen hours he began to have 
pains and cramps in the left foot and leg, which were 
drawn, The leg also became swollen and blue. The 
right leg then developed the same symptoms, and both 
were drawn up and swollen, and blue to the hips. This 
condition made him practically helpless; his legs had 
to be lifted about when a change of position was desired. 

His limbs began to improve, and they are now very 
much better. After the first fifteen hours he had inconti- 
nence of urine, and has been troubled with this ever since 
to a greater or less degree; now but slightly. For the 
first six months his bowels were constipated or torpid, and 
since that time he has suffered at times from inconti- 
nence of feces. A tingling sensation is felt in the legs, 
most marked in the calves, posterior part of the thigh 
and buttocks, and in the left leg. In this leg he also has 
at times the sensation of a small stream of water flowing 
down the inner side of the thigh and leg. The knee- 
jerk is exaggerated in both legs. He says that .both of 
his legs increase in size at times, and that the tingling 
sensations also are sometimes worse. He suffers some- 
times from vertigo, particularly in the afternoon, but 
otherwise, he says, he is particularly well. His legs are 
not atrophied. On the posterior aspect of each thigh is 
a limited area of complete anzsthesia, represented in 
Fig. 1. The defective sensation is over the posterior 
central portion of the upper thigh, and the gluteal and 
sacral regions. It also extends tothe perineum, scrotum, 
and penis, as shown in Fig. 2. 

Let us now examine with some closeness the present 
condition of our patient as to motion, sensation, the state 
of his bladder, rectum, etc. He has fairly good use of 
his limbs, and is now working about the hospital. He 
uses his sartorius, quadriceps, abdominal, and pelvic 
muscles well. He also has control of his hamstring or 
flexor muscles. Proceeding below the knee, the first 
weakness is found in the gastrocnemius, soleus, and pos- 
terior tibial. The anterior tibial movement is also im- 
paired. He has a limited defect in the movement of 
certain muscles of the left foot, the right showing a 
similar but better condition. 

This examination of the patient for motor paralysis 
shows that the loss which is now present is chiefly de- 
pendent upon compression or destruction of the nerves 
which go from the sacral spinal segments, with very 
likely also involvement of the nerve-fibres proceeding 
from the fourth lumbar segment. This conclusion will 
be confirmed by an examination of the following table 
of the segmental representation of muscles from the 
fourth lumbar segment downward :! 

Fourth lumbar segment: Abductors of thigh, adduc- 


1 From paper on Spinal Localization, Therapeutic Gazette, 
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tors of thigh, flexors of knee, tibialis anticus, peroneus 
longus. 

Fifth lumbar segment: Outward rotators, flexors of 
knee, flexors of ankle, peronei, extensors of toes. 


a. Small sciatic. 
4. Ext. saphenous. 
c. Int. long saphenous, branch of ant. crural. 


a. Dorsal nerve of penis, branch of inf. pudic. Superficial 
cutan. perineal. : 
4. Superficial cutaneous perineal, branch of inf. pudic. Inf. 


pudendal, branch of small sciatic. 


First and second sacral segments: Flexors of ankle, 
extensors of ankle, long flexor of toes, intrinsic foot- 
muscles. 

Third, fourth, and fifth sacral segments : Gluteus max- 
imus, perineal, muscles of the bladder, rectum, and ex- 
ternal genitals. 

Fifth sacral and coccygeal segments : Coccygeus mus- 
cles, 

As already indicated, the movements most affected 
are those about the ankle, particularly extension of the 
foot, chiefly performed by the gastrocnemius and its 
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associated muscles. Other movements of the toes are 
weakened. These movements are governed mainly by 
the sacral segments of the cord. Evidently the nerves 
which escape from the spinal canal lowest down are the 
most affected. Thorburn regards it as established that 
in a pressure lesion of the entire cauda equina, those 
nerve-roots which emerge lower down are more seriously 
injured than those above them. Ina case of hemor- 
rhage into the cauda-equinal space, this is what might 
be expected from the settling of the blood. 

Dr. Rosenau, one of the internes of the hospital, who 
studied these cases carefully with me during his term of 
service, has made several diagrams of this case which 
show the areas of loss and defect of sensation. They 
show back and side views of the patient, and also views 
of the external genitals, perineum, and adjacent region 
(Figs. 1, 2, and 3). They show by dark and lighter 


a. Small sciatic. 


shading that in certain areas the loss of sensation was 
absolute, while in others it was partial, and both the abso- 
lute and partial areas of anzesthesia illustrate the distri- 
bution of certain sensory nerves which are close together 
in the cauda equina, almost as clearly as they could by 
an experiment in which some of these nerves were com- 
pletely severed, while others were partially cut or com- 
pressed. 

The following, from my table! of the “ Localization of 
the Functions of the Spinal Cord,” shows the cutaneous 
areas, and also the names of the nerves corresponding 
to the different spinal segments, from the third lumbar 
downward to the termination of the spinal cord : 

Third lumbar segment: Front of thigh. (Middle 
cutaneous, internal cutaneous, long saphenous, obtur- 
ator.) 

Fourth lumbar segment: Inner side of thigh, leg, and 
foot. (Internal cutaneous, long saphenous, obturator.) 

Fifth lumbar segment: Back and outer side of leg, 
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sole, dorsum of foot. (External popliteal, external 
saphenous, musculo-cutaneous, plantar.) 

First and second sacral segments : Back and outer side 
of leg, sole, dorsum of foot. (Same as fifth lumbar.) 

Third, fourth, and fifth sacral segments : Back of thigh, 
anus, perineum, external genitals. (Small pudic, inferior 
hemorrhoidal, inferior pudendal.) 

Fifth sacral and coccygeal segments: Skin about the 
anus and coccyx. (Coccygeal.) 

A study of this table in connection with the examina- 
tion of this patient, shows the nerves affected to be some 
of those given off from the fifth lumbar to the coccygeal 
segment. The area of complete anesthesia and anal- 
gesia is that supplied by the small sciatic, pudic, inferior 
hemorrhoidal, and inferior pudendal nerves, which arise 
from the lower part of the sacral plexus and from the 
lowest segments of the spinal cord (Figs. 1 and 2). The 
area of incomplete anzsthesia is mostly in the distribu- 
tion of the external and long saphenous nerves. Gen- 
erally speaking, the sensory nerves which escape belong 
to higher segments of the cord than those which are 
involved, the exception to this being the partial involve- 
ment of the long saphenous which comes from the third 
and fourth lumbar segments. 

It is now pretty generally conceded that the ano- 
vesical centre in man is situated in the lowest segments 
of the spinal cord, and this case, and, indeed, the others 
which I will presently examine before you, confirm this 
view. The swelling and the blueness of the limbs were 
vasomotor affections connected with the nerve injuries. 
The pains which he suffered after the accident were, 
doubtless, from direct irritation of the nerve trunks by 
the lesion. This patient shows no external deformity as 
the result of his injury. If a fracture occurred at all,’ 
it must have been without displacement, and, on the 
whole, the probabilities are that the case is one of 
hemorrhage. 

Briefly reviewed, we have the history of an injury re- 
sulting from a fall from a height with a sudden loss of 
power in the legs, He had at first little loss of sensation, 
although after fifteen hours it became much greater than 
is now present. He had also immediately after the in- 
jury great pain in the back, shooting thence down the 
limbs and toward the pelvis and the perineum. Paral- 
ysis, anesthesia, and shooting pain were then his symp- 
toms, moderate in degree at first, and in fifteen or 
twenty-four hours increasing in severity, showing that 


. probably the haemorrhage which occurred at the time of 


the injury had been followed by an additional flow of 
blood in a few hours. He also had symptoms showing 
an involvement of his bladder and rectum—namely, in- 
continence of urine and feeces. We find no indication 
of a lesion high up in the cord. As we can pick out the 
exact sensory and motor nerves affected, we learn the 
exact height of the lesion in the spinal canal, and the 
nerves affected in their intra-spinal course. 

As far as treatment is concerned, on the whole, it 
was wise to let him alone at first. He had no sign of 
external injuries. It was probably a purely hemor- 
rhagic case, and in trephining we would have done so 
only for a hemorrhage. It might have been well to have 
done this, aspirating the blood, and so have prevented 
degeneration of the nerves from compression; but now 
it would not be worth while. Possibly if he had been 
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trephined, he might have been in a better condition than 
he now presents, but still a conservative surgeon would 
probably not have operated in such a case. 

CasE II.—Fractures of the spine and posterior verte- 
bral arch, with probable hemorrhage into the cauda 
eguina. Sensory and motor symptoms similar to Case 1., 
but less marked.—T, C., twenty-six years old, while 
working on a railroad was, with two other men, crushed 
by a truck loaded with coal being thrown backward 
upon him. At once he had tingling and numb sensa- 
tions in his legs, and could not sit nor stand. For about 
fifteen or twenty minutes he could move his legs, but 
had loss of power and sensation in them. About four 
hours after the accident he began to have pain shooting 
from the sacrum down both legs. He was four months 
in bed, unable to stand or walk, but gradually recovered 
power in the legs, and at the end of that time could 
stand by holding on to a chair; since then he has been 
gradually getting better. If constipated, he is com- 
pelled to remove the feecal mass mechanically, but if his 
bowels are loose he has loss of control over them. He 
uses the catheter, and if he is careful there is no drib- 
bling. When the bladder is full he can pass some urine 
voluntarily. The dribbling is from overflow, the par- 
alysis appearing to be rather of the bladder walls than 
of the sphincter. Sexual power and inclination are 
diminished but not lost. 


a. Small sciatic. 


This case presents features almost identical with those 
shown by Case I., only the amount of damage to the 
cauda equina is less, as shown by the narrower area of 
complete anesthesia (Fig. 4). No area of imperfect 
sensation surrounds that of total anzesthesia. 

He has little loss of power in his legs, though, as he 
says, his left leg thumps a little in walking, At first 
completely paralyzed, he has now only a slight loss of 
power in his left foot. The little trouble remaining is 
mainly in his ankle extensors, which are represented 
low in the sacral segments. We have here then the 





same sort of lesion as in the other case. He has, how- 
ever, a very visible deformity on his back, the result of 
the injury in about the position of the first lumbar spine, 
-He probably suffered a fracture, not of the bodies of the 
vertebrz, but of one or two posterior arches and spines, 
which were driven in and somewhat over, thus causing 
deformity. A haemorrhage may also have occurred at 
the same time, and have found its way down into the 
cauda equina, although this is uncertain. It is possible 
that this fracture is still allowing bone to press upon the 
conus or nerves, thus giving rise to the symptoms, 
Trephining here offers some hope of improvement for his 
ano-vesical, sexual, and sensory symptoms. 

The third case is much more serious in its nature than 
either of the other two, and trephining should have been 
performed at once. 

CasE III. Probable fracture of the spine with hemor- 
rhage into the lumbo-sacral spinal cord and cauda 
equina , marked anesthesia in the distribution of the sen- 
sory nerves from the fourth lumbar to the coccygeal seg- 
ments ; almost complete paraplegia in the muscles sup- 
plied from the third lumbar segment to the extremity of 
the conus; advanced vaso-motor, trophic, and electric 
changes.—K. M., aged sixty, born in Ireland, a domes- 
tic, two years ago fell from a shed and injured her spine, 
immediately losing power in the lower limbs, and having 
sharp pains radiating round the abdomen. We will not 
go into a detailed examination of this case, but will give 
briefly the: results of examination. The patient pre- 
sents complete motor paraplegia of the lower extremi- 
ties with foot-drop. Knee-jerk is abolished, and sensa- 
tion much impaired. The bladder and rectum are para- 
lyzed. The skin is glossy. There is sensitiveness to 
pressure over the upper lumbar spine. Examination 
shows a large curvature of the back with projection be- 
ginning about the sixth dorsal vertebra and reaching to 
the sacrum. The left side of the back from the sixth dorsal 
down hasa bulging appearance. She complains of ten- 
derness all along the spine below the second dorsal ver- 
tebra. It is a question how far the curvature is angular 
from vertebral disease, and how far muscular due to ab- 
normal positions. She has considerable power to twist 
and move the trunk in spite of the deformity. She does 
not present any indication of caries. The limbs are 
wasted and mottled, and are much colder than they 
should be. The nails are brittle and show bad nutrition. 
Faradic and galvanic contractility are abolished in most 
of the muscles of the lower limbs. Here are diagrams 
showing her condition as to sensation. (Figs. 5 and 6.) 

As you see, her legs can only be moved a little above 
the knee, and not atall below. She has some power in the 
pelvic muscles, As to sensation, the loss is almost abso- 
lute below the knee anteriorly ; behind one can passall the 
way up the thigh without finding any sensation, provided 
in the popliteal region we keep within a narrow isthmus. 
The genitals and the same regions of the buttocks and 
thighs are anesthetic, as well as the coccyx and anus, 
as in the other cases. We have here, then, an involve- 
ment of all the motor and sensory sacral nerves, and to 
some extent those of the lumbar segments, with accom- 
panying vaso-motor, trophic, and electrical changes, the 
result of a fracture of the spine above the sacral seg- 
ments over the conus, or of a crushing of the whole 
lumbo-sacral portion of the spinal cord. 

These cases, as already stated, present points of great 
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interest for diagnosis, both local and general. Thorburn 
gives injury or disease of the lower part of the cord, 
extra-spinal nerve disease and injury, and locomotor 
ataxia as the diseases and conditions from which injury 
or disease of the cauda equina is to be differentiated. 


FIG. 6. 
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If we bear in mind the definite physiological symp- 
toms—the circumscribed cutaneous areas of loss of sen- 
sation, the exact muscles and muscular groups paretic 
or paralyzed, and the peculiar involvement of the blad- 
der, rectum, and genitals, the matter of diagnosis will be 
greatly simplified. Myelitis must be distinguished by its 
history, and by the peculiar distribution of the loss of 
sensation and motion characteristic of that disease This 
is, however, a difficult diagnosis, if the myelitis attacks 
the lowest portion of the cord. 

Thorburn! speaks as follows of the diagnosis from 
injury or disease of the lower part of the spinal cord: 
“Here we must be guided by the exact site of the local 
symptoms, if any be present, remembering that the cord 
does not extend below the lower border of the first lum- 
bar vertebra. Also, if the cord be there injured, there 
will probably be some anesthesia or hyperzsthesia of 
the last dorsal or first and second lumbar nerves; and 
again we may expect more rapid trophic lesions than in 
injuries of the cauda. If the symptoms be asymmetri- 
cal, we have probably to do with an affection of the 
cauda rather than of the cord. Whether in a partial 
crush above the level of the last dorsal vertebra, the 
damage down to the anterior crural nerves bears the 
same relation to that done to the sciatics, as in a crush 
lower down, I have at present no evidence to deter- 
mine.” 

Disease or injury of the nerves or nerve plexuses 
outside of the spinal canal—lumbar or sacral—might 
sometimes be confounded with affections of the cauda 
equina. Thorburn says that the only disease of this 
kind liable to be mistaken for an affection of the 


cauda equina is some variety of multiple neuritis, 
and that we may usually decide the point by find- 
ing some affection of the upper limbs, by the marked 
preference of that disease for the extensor surfaces, and 
by the slighter sensory symptoms. Some of the affec- 
tions to which I have called attention in a paper on 
“Lesions of the Sacral and Lumbar Plexuses,’’ might 
occasionally be confused with disease of the cauda 
equina. These affections are neuritis, neuromata, non- 
neural growths implicating nerves, caries, abscesses, 
gunshot and other injuries, and rectal, ovarian, or even 
uterine disease. Usually these affections are unilateral, 
and this fact will serve to separate them from lesions of 
the cauda equina. Bilateral lesions of the sacral plex- 
uses, such as neuritis, paralysis from labor, and tumors 
in both pelvic cavities sometimes occur. In some of 
these cases close examination by the rectum will be of 
great assistance. Unilateral affections of the cauda 
equina, while conceivable, are exceedingly rare. 

It would hardly be thought probable that locomotor 
ataxia, of which disease our knowledge is now so full, 
could be confounded with the affections under con- 
sideration, and yet within a few weeks I have seen in 
consultation a patient in whom this mistake was made. 
This patient was a man between sixty and seventy years 
of age, a free liver, who sixteen months before coming 
under my observation had a slight cerebral apoplecti- 
form attack, probably a small hemorrhage. From this 
he recovered rapidly. One year later he was taken sud- 
denly with severe pain in the lower part of his back, 
which lasted for several days, and left him paralyzed, 
both as to sensation and motion, in both his legs. He 
also had sharp, shooting pains coming and going in 
various parts of his legs. He was confined to his bed 
for nearly three months, all the time slowly improving. 
His bladder was affected from the first, the urine drib- 
bling nearly all the time. His rectum was also paralyzed. 
When examined by me his symptoms were very similar 
to those presented by the patients we have studied this 
morning. His left leg was.almost completely paralyzed 
below the knee, his muscles showing the reaction of 
degeneration. The right leg was paretic, all movements 
being preserved, but nearly all deficient. He had abso- 
lute loss of sensation in the distribution of the small 
sciatic, pudic, inferior hemorrhoidal, and inferior pu- 
dendal nerves, with also loss of sensation below the 
knees, similar to Case III., although not as complete. 
He had a sprawling, halting, clumsy gait, somewhat like 
that of an ataxic, and he complained of feeling as if he 
was walking or sitting on gum. Several physicians had 
regarded the case as one of locomotor ataxia. It cer- 
tainly bore all the marks of a hzemorrhage or tumor of 
the cauda equina, probably the former, owing to the 
rapidity with which the symptoms developed. The 
diagnosis in this case and in others is to be made by a 
careful consideration of both history and symptoms. 
The simulation of posterior spinal sclerosis is coarse and 
not likely to deceive on careful examination. The his- 
tory of sudden onset, whether following injury or not, 
would be in favor of an affection of the cauda equina, 
While locomotor ataxia is sometimes the result of injury, 
the disease does not develop abruptly. The pains of 
locomotor ataxia are more irregularly distributed and 
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have usually gradually increased, both in severity and 
extent, over a long period. In locomotor ataxia the loss 
of sensation or the retardation of sensory conduction is 
usually bilateral and not generally so complete. In 
lesions of the cauda equina we have, as shown by these 
cases, clearly defined areas of loss of sensation accord- 
ing to the nerve or nerves involved. Pupillary and 
other ocular symptoms, gastric crises, and generally 
symptoms above the waist, are entirely absent. Reac- 
tion of degeneration is present in disease of the cauda 
equina, and close examination shows true paralysis of cer- 
tain muscles, while the apparent or real incodrdination, 
when present, is the result of defective sensation in the 
feet. When diseases and injuries of the cauda equina 
have been brought sufficiently before the profession this 
mistake will not often be made, 


FISSURE OF THE ANUS. 
CONGENITAL STRICTURE OF THE RECTUM. 


A Clinical Lecture 
Delivered at the New York Post-Graduate Medical 
School and Hospital. 


By CHARLES B. KELSEY, M.D. 


GENTLEMEN: While waiting for the case with the con- 
sideration of which most of the hour will be needed 
to-day, I will operate upon this typical fissure of the 
anus. The patient gives the usual history of pain after 
stool, and an examination shows first a painful cuta- 
neous tag, the size of a pea, at the verge of the anus; 
and, beginning at the upper limit of this, a granulating 
ulcer, the size of the finger-nail, running up into the 
anus. 

The usual way of curing this affection is to dilate thor- 
oughly the sphincter. This is radical, but in common 
charity it demands the administration of an anesthetic, 
and conveys to the patient all the horror of an operation. 
To show you that this is not necessary, I will inject 
a few drops of cocaine under. the ulcer, entering the 
needle in the skin and passing it forward till its point is 
at the level of the centre of the sore. After time has 
elapsed for this to take effect a speculum is introduced, 
more to show you distinctly the extent of the disease 
than because it is necessary for the operation, and a 
sharp knife is drawn longitudinally through the fissure. 
The external tag is then cut off with the scissors, there 
is free bleeding for a moment, easily controlled by pres- 
sure, the speculum is withdrawn, and the patient given 
some compound licorice powder to take nightly and told 
to report day after to-morrow. 

In making this incision the only point is to enter the 
knife above the margin of the ulcer and end the cut 
below it, taking care to divide those fibres of the external 
sphincter which form the floor of the fissure. No 
division of the whole body of the muscle is necessary. 

This is an operation any of you may practise in your 
office ; it is free from danger, and it accomplishes, when 
properly done, all that can be gained by forcible dilata- 
tion, the patient being relieved of the characteristic pain 
of the affection from the moment of the incision. 


CONGENITAL STRICTURE OF THE RECTUM. 


The next patient, as you will see, is a little boy of four 
years, seemingly well nourished and presenting nothing 





unusual in his appearance; and yet when I tell you that, 
according to the statistics of the largest lying-in asylums, 
children suffering as he does are only born in the pro. 
portion of 1 to 25,000, you will observe him with a good 
deal of interest. These figures are perhaps as correct as 
any we are likely to get, but the condition is so rare that 
any attempt at statistics is apt to be useless. 

The child’s mother tells us that he has always been 
constipated, has never been able to have a passage 
from the bowels without great straining, and when she 
brought him here three days ago he had had no passage 
at all for four days. He was also vomiting everything, 
though this may have been due to the frequent doses of 
castor oil which had been administered without other 
effect. The vomiting does not seem to have been ster- 
coraceous, as far as can be judged from the description 
of the ignorant mother, 

We first strip the child and find the abdomen dis- 
tended, hard, and resonant on percussion, the thoracic 
viscera crowded upward. There is no accumulation of | 
solid feeces to be made out, nor is such to be looked for 
in a child of this age. Evidently the patient is suffering 
from intestinal obstruction in some form, and the most 
natural thing to do is to make a rectal examination, 
The anus is found to be perfectly normal, as you see. 
Oiling the little finger and passing it into the rectum, we 
meet at one and a half inches an insuperable obstacle. 
As the child cries and bears down with the fear of the 
examination, the finger is pressed against by a round, 
globular mass, seeming to fill the pelvis. As he expires 
freely the mass disappears, but still the finger cannot be 
passed any higher than before. Careful search with the 
tip of the finger reveals a small depression nearer the 
anterior than the posterior wall of the gut, but the end of 
the little finger cannot be made to enter it—indeed, can 
scarcely be sure of its existence, so slight is.it. On with- 
drawing the finger, there is a free jet of fluid faces for 
several inches from the anus, showing that even this 
slight dilatation of the opening, combined with pressure 
from above, has given escape to this amount of pent-up 
feecal matter. 

The diagnosis is thus made complete by a simple 
digital examination, and it is not too much to say that 
any practitioner treating this child by cathartics without 
such an examination as you have seen, would be guilty 
of criminal carelessness. 

Before calling attention to the treatment of this case, I 
wish to dwell a little on its etiology, and the various 
forms of the affection which may be met. 

In early foetal life the pelvic portion of the primitive 
intestine terminates in a cu/-de-sac, in common with the 
urachus. At about the eighth week the perineum is 
formed, dividing this cavity into the uro-genital sinus 
and the anal cavity. In the meantime, and at a much 
earlier period, a depression has formed in the skin at the . 
site of the anus, which deepens till it encounters the 
primitive intestine, and union is established between 
them at about the end of the fourth week. The upper 
part of the rectum is thus developed from the internal 
and middle layers of the blastodermic membrane, 
while the lower is formed by the middle and external 
layers. 

This normal development may be arrested at almost 
any part, and hence result the different varieties of con- 
genital malformations, not only of the rectum but of the 
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genito-urinary tract. These may best be studied in the 
following groups : 

1, Narrowing of the anus or rectum without complete 
occlusion. 

To this group our case of to-day belongs. The nar- 
rowing may be more or less slight, sometimes causing 
only little disturbance, or again, as in this case, amount-° 
ing to almost complete occlusion. This child would 
have died long since had this narrowing been a little 
higher up the bowel. As it is, the part of the rectum in 
which the stricture occurs being low down is compara- 
tively fixed, and when the child brings all its muscular 
power to bear in effecting a passage, the bowel cannot 
by bending escape from the direct line of pressure, and 
more or less relief is the result as long as the feces are 
fluid and there is any opening at all. 

Where the opening is large enough to admit of a free 
passage during early life, no symptoms may be caused 
till the patient reaches maturity. In the only other case 
of this form of congenital malformation I have seen, 
the patient was a strong, healthy man of thirty-six, 
who had been well all his life up to the time he consulted 
me. He had always been constipated, had never known 
what it was to have what other men would consider a 
natural stool; but at about the age of thirty-five he 
began to find his constipation, and consequent strain- 
ing, increasing, which led him to consult a physician. 
This, by the way, is not an unusual history in these 
cases, for while the youth is growing to adult age the soft 
parts are elastic and distensible, but when adult life is 
reached the elasticity begins to decrease, and the fibrous 
band makes itself more strongly felt as each year passes. 

The stricture in this child is not caused by anything 
resembling a membranous diaphragm growing across 
the lumen of the bowel. It is nothing that can be cut 
across as a membrane might be, and which would then 
shrivel up. On the contrary, the bowel is in the same 
condition that it would be had a piece of tape been tied 
tightly around it so as to reduce its calibre to the size of a 
filiform bougie, and any cutting operation must, to give 
relief, involve the complete thickness of the rectal wall 
and reach into the surrounding cellular tissue. 

2. In another class of cases the anus is closed by a mem- 
brane very strongly resembling the hymen, a membrane 
which may be absolutely impermeable, or may have one 
or more small openings allowing the escape of meco- 
nium, and so thin that it can be seen to bulge on each 
inspiration. This is the simplest and most easily de- 
tected of ‘all the forms of malformation, and is the most 
easily cured by a simple crucial incision; but, unfortu- 
nately, it is one of the rarest. 

3. In the third class of cases there is no anus at all, 
and the rectum ends in a blind pouch at a greater or 
less distance from the perineum. These are easy of 
diagnosis also, but much more difficult to treat than 
either of those just mentioned ; for if the blind pouch of 
the rectum be near the perineum, it must be reached 
from there and pulled down to the surface; but if it 
cannot be so reached, an inguinal colotomy must be 
done to save the life of the child. 

In trying to decide whether the pouch be low enough 
to be reached from the perineum, a vaginal examination 
may be of great assistance, as in a female child fluctua- 
tion may be detected in this way with one hand over the 
symphysis and the finger in the vagina, and in a male 





child the same may be detected with one finger on the 
perineum. Resonance on percussion of the perineum, 
and any bulging when the child cries, are also valuable 
aids to diagnosis. Usually, however, an incision must 
be made in the perineum and the dissection carried 
upward for an inch into the pelvis, to decide whether or 
not the rectal pouch can be reached in this way. 

4. In a fourth variety, the rectal pouch is the same as 
in the last, and the anus the same as in the little patient 
before us. In other words, instead of there being, as in our 
case, a constriction of the rectum which is still pervious 
to a slight degree, there is a complete absence of the 
rectum for more or less of what should be its course, as 
though two sections of an aqueduct had been properly 
built and the intermediate one not commenced. 

Except in the cases of greater abnormality, such, for 
example, as entire absence of the large intestine with a 
feecal fistula at the umbilicus, or in the loin or groin, all 
of the other varieties consist of communications between 
the rectum and the genito-urinary tract. The rectum 
either ends in the bladder, vagina, or penis, and dis- 
charges its contents through them, or the bladder, uterus, 
or vagina ends in the rectum, and discharge in this way. 
Some of these are more serious than others. The 
rectum may terminate in the vagina, for example, and 
the child grow to adult life and have children. In the 
male, also, it may end in a fistulous track in the penis, 
and the man live to middle age and be the father of a 
family. 

But, on the other hand, when the rectum discharges 
its contents into the bladder, the little sufferer is usually 
soon carried off, unless relieved by operation, by the irri- 
tation of the resulting cystitis. 

Coming now to the question of treatment, the most 
natural thing to do in the case before us is by some 
method to enlarge the already existing opening, and try 
to keep it enlarged. In other words, I shall, if the 
mother will consent, treat this stricture as I would treat 
any other non-malignant stricture of the rectum in an 
adult—first cut it freely open, and then trust to gradual 
dilatation to preserve the opening. The child should be 
chloroformed, the anus dilated, the opening found and 
nicked with a blunt-pointed bistoury till the little finger 
can be passed through, and the dimensions of the 
septum made out. If it prove to be thin and easily torn, 
I shall break it down by forcible divulsion with the 
finger and, after a couple of weeks, begin the steady use 
of bougies. If it be found hard, thick, and fibrous, I 
shall cut entirely through it and through the posterior 
wall of the bowel into the peri-rectal cellular tissue in 
front of the sacrum. In this case drainage must also be 
provided, either by carrying a drainage-tube from the 
incision into the bowel, out through the skin at the tip of 
the coccyx, which is the preferable way, or by extending 
the incision made into the rectal wall downward through 
the anus and dividing all the soft parts down to the tip 
of the coccyx. You may ask, why cut so much morethan 
is necessary actually to divide the stricture? Because 
an incision through the rectal wall into the surrounding 
cellular tissue at any point, without at the same time 
providing free, absolutely free, drainage, is about as 
dangerous an incision as can be madein surgery. It is 
to open the lymphatics of this region to a constant supply 
of infective material, and then bathe them in it at all 
times except immediately after the bowels have been 
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moved. Even the strictest antisepsis, with free drainage, 
will not always prevent blood-poisoning in these cases, 
so what can be expected without drainage? 

In the treatment of the other varieties of malforma- 
tions, I will only mark out a few guiding principles. 

Where there is obstruction to any appreciable extent, 
always operate to relieve the obstruction at once. Many 
a life has been lost by the surgeon postponing the opera- 
tion which he admits to be necessary, till he has given a 
purge to see whether this will not cause a bulging of 
meconium in the perineum to guide the knife. This is 
entirely unjustifiable. I came down from the mountains 
last summer in answer to a telegram to operate upon one 
of these cases, but when the surgeon in charge found I 
could not arrive within less than eight hours, he operated 
without me; and though I regretted not being present, I 
could not but appreciate how much better the chances 
were for the child than if he had waited. 

Another rule is not to use a favorite instrument with 
many in these cases—the trocar—plunging it blindly into 
the pelvis in the hope of finding fluid. Remember that 
in the newly born the distance from the tip of the coccyx 
to the promontory of the sacrum is only a trifle over an 
inch, and that the peritoneum is much nearer the surface 
than this. The trocar in itself can do no good and may 
inflict fatal injury. Even should it reach meconiun, its 
track must be followed by an incision, and this can be 
made with equal certainty without the trocar, 

Where the anus is absent, it is a good rule always to 
search for the rectal cw/-de-sac first, through the peri- 
neum, carrying the incision into the hollow of the sacrum 
at least an inch from the surface. The pouch may be 
reached and drawn down and fastened tothe surface either 
at its proper point, or backward at an opening made by 
amputating the coccyx. If it cannot be reached in this 
way, an inguinal colotomy should next be done, and a 
sound passed down the rectum from above as a guide to 
the operation from below. If it be found possible with this 
additional guide to complete a communication from the 
perineum, it may be done; otherwise the perineal opening 
must be abandoned, and the gut stitched to the surface 
in the left groin as in ordinary inguinal colotomy. 

Where the rectum communicates with the vagina and 
there is no obstruction, all operative interference may be 
postponed till the child has grown to adolescence, for the 
operation of Rizzoli can be much more easily performed 
then than at birth. This procedure consists, briefly, in 
transplanting the opening in the vagina with the 
sphincteric fibres which are usually present, into the 
perineum and fastening it to the skin at the proper point, 
closing’the vaginal and perineal incisions by sutures. 

We will now explain this case to the child’s mother, 
and if she consents to the operation, as it is quite possible 
she may not do—being, as you see, an ignorant foreigner 
in the lowest walks of life—we will bring the child into 
the hospital, and operate before you at our next meeting. 


Sodium Salicylate in Pruritus.—DR. WERTHHEIMER has 
recently treated three cases of universal pruritus with 
moderate doses of sodium salicylate, the intense itching 
disappearing within a few days in each case. The 
amount of the drug employed was six tablespoonfuls of 
a three per cent. solution, three times daily.— Schmidt's 
Jahrbiicher, January, 1890. 
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FOUR CASES OF SUPRA-PUBIC CYSTOTOMY, 
WITH REMARKS.) 
By ALBERT VANDER VEER, M.D., 
PROFESSOR OF DIDACTIC, ABDOMINAL, AND CLINICAL SURGERY 
IN THE ALBANY MEDICAL COLLEGE. 

AT the meeting of the American Surgical Associ- 
ation for the year 1887, a very valuable discussion 
of the various methods of treating vesical calculus, 
and the exploration of the bladder, took place. 
Drs. F. S. Dennis and John H. Packard furnished 
two exceedingly interesting contributions on supra- 
pubic cystotomy, and I, myself, looked into that 
operation with especial interest in relation to its 
application in the treatment of stone, and bearing 
upon the paper I then presented.” At that time 
supra-pubic cystotomy was fairly reviewed, and had 
many eminent and enthusiastic advocates. On the 
other hand, the operation was very cordially con- 
demned by others. I remember very well the state- 
ment of Dr. Agnew: ‘‘I have always said that I do 
not see the advantage of going on top of a house to 
get in, when an entrance can be had on the grcund- 
floor.’’ About this time Mr. Reginald Harrison 
had written very forcibly and intelligently on the 
perineal route to the bladder for the delivery of 
stone, and drainage for the relief of cystitis with 
prostatic hypertrophy. Sir Henry Thompson had 
also just published his monograph on tumors of the 
bladder, advocating the median perineal incision 
for their removal. These things, together with the 
mortality following supra-pubic cystotomy, the fear 
of urinary infiltration, the vexed question of drain- 
age, etc., led me to adopt the procedure of Mr. Har- 
rison and Sir Henry Thompson in the management 
of tumors and cystitis requiring drainage. My results 
were disappointing, and I was satisfied that we must 
look to supra-pubic cystotomy for more perfect 
results. 

At the meeting of the American Surgical Associ- 
ation of 1888, a paper read by Dr. Hunter McGuire, 
on ‘‘The Formation of an Artificial Urethra in 
Prostatic Obstruction,’’ made a profound impression 
upon my mind, and I resolved upon a wider appli- 
cation of the supra-pubic incision. 

CasE I.—Mr. L. H., aged forty-seven, married, 
native of the United States, and by occupation a 
carpenter, entered my service at the Albany Hos- 
pital, November 26, 1889. The clinical history is 
as follows: Father and mother died at an advanced 
age; whole family very vigorous; an uncle died of 
cancer, and the patient himself was never strong. 
When a youth he was thrown from a horse, and sus- 
tained a rupture of the left testicle. Since the acci- 
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1 Read at the meeting of the Medical Society of the State of 
New York, February 5, 1890. 
2 To what Extent can we Classify Vesical Calculi for Operation ? 
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dent he had always suffered from local neuralgic 

in. After continued treatment, the testicle, which 
was atrophied, was removed, December, 1885, with 
complete relief. At this time he had a slight heemor- 
rhage from the bladder, but continued in good 
health until the spring of 1887, when there was a 
return of the hematuria, together with vesical 
tenesmus and retention of urine. This condition 
did not improve, and he entered the Hospital, De- 
cember 28, 1887. The urine contained pus, blood, 
and mucus, but the kidneys seemed free from dis- 
ease. The exploration of his bladder with a searcher 
was attended with great difficulties, and could only 
be accomplished under anesthesia. An irregular 
mass could be made out on the left side of the 
bladder. On January 3, 1888, I operated for the 
removal of the growth. The incision for median 
lithotomy was made into the membranous urethra, 
the neck of the bladder dilated, and a mass the size 
of asmall orange removed by the curette and for- 
ceps. The bladder was irrigated with borated solu- 
tion, a full-sized catheter introduced through the 
perineal wound for drainage ; the patient recovered 
with the usual after-treatment, and returned to his 
home. After his discharge he continued the irriga- 
tion of the bladder per urethram, and for a time was 
in a fair condition of health. However, during the 
summer there were slight hemorrhages, and l!ater his 
old symptoms returned. I advised that he reénter 
the Hospital and submit to a supra-pubic cystotomy. 
November 30, 1888, the operation was done. The 
incision was somewhat embarrassing, as the abdom- 
inal walls were very fat. The digital exploration of 
the bladder revealed a papillomatous mass as large as 
an apple on the left anterior wall of the bladder. It 
was removed with the finger and the curette. Hzem- 
orrhage was very free, but was controlled by irrigation 
with hot borated solution. A Trendelenberg drain- 
age-tube was introduced, and the lower portion of the 
wound closed. A siphon was attached to the drain- 
age-tube and carried over the side of the bed into a 
vessel. An attempt was made to acidulate the urine 
by free administration of citric acid, thereby pro- 
ducing asepsis. Patient did well. Bladder was 
freely irrigated through the wound, with comfort to 
the patient. His appetite was capricious, and he 
remained in the Hospital for some time. The heal- 
ing of the wound was somewhat embarrassed by the 
deposits of phosphates about the edges, with some 
suppuration. He returned to his home, although a 
slight cystitis remained, which was relieved by irri- 
gation. He has kept me informed as to his condi- 
tion, and is now, after fourteen months, free from 
his old symptums. 

Case II.—Mr. D. S., aged nineteen, single, by 
occupation a clerk, entered my service at the Albany 
Hospital, April 26, 1889. Family history and pre- 
vious health good. In November, 1889, the patient 
was seized with a chill, pain in the head, back, and 
pelvis, high fever, and frequent micturition. A 
severe cystitis followed. The urine was ammoniacal, 
filled with pus and mucus, and at times contained 
clots of blood. An attempt at irrigation caused so 
much distress that it could not be repeated. About 
this time the patient began to have attacks of vesical 








spasm requiring much morphine for relief. He 
could not assume an upright position. In this con- 
dition he was brought to the Hospital. Exploration 
of the bladder, either by sound or cystoscope, was 
impossible without anesthesia. I advised supra- 
pubic cystotomy. The operation was done May 8, 
1889. The section revealed a bladder free from 
stone, but with contracted and thickened walls. 
The mucous membrane was studded with tubercular 
masses, many of which had broken down into ulcers. 
The wound was partially closed with sutures, and a 
soft-rubber drain introduced. Spasm compelled the 
immediate removal of the drain. Hypodermic in- 
jections of distilled water would at times relieve the 
pain. Bladder was washed out with borated solu- 
tion ; his appetite improved, he gained in strength, 
and returned to his home in the country June 22, 
1889. His condition did not change materially, 
although he was able to be about. ‘The sinus did 
not close, but when the bladder was washed through 
the urethra the solution and urine came from it. 
During December he became worse, and died De- 
cember 30, 1889. No autopsy permitted. 

Case III.—Mr. H. D. W., aged forty-seven, en- 
tered my service at the Albany Hospital March 7, 
1889, with the diagnosis of stone in the bladder. 
Family history good, Patient had suffered over 
seven years from repeated attacks of renal colic. 
After one of these attacks he had severe burning 
pain in the penis, but at that time I was unable to 
find a calculus. He had not consulted any one from 
the time I first sounded him with a view to opera- 
tion. For the last two years he has suffered severely, 
and six months ago was compelled to give up his 
business. His urine now contained pus, blood, and 
mucus in great quantities. He had had hemorrhage 
from the bladder, and lost flesh and strength. I 
advised supra-pubic cystotomy, which was done 
March 5, 1889, and a single phosphatic calculus 
weighing 530 grains was found. Patient left the 
Hospital, with the wound completely healed, Aprfl 
8, 1889. His cystitis was cured, and he had already 
gained in flesh and strength. 

Case IV.—Mr. R. M. F., aged sixty-five, married, 
native of Scotland, came to me, in May 1889, with 
the following history: About a year ago he had 
passed fine sand with his urine, and suffered greatly 
from vesical irritability. There was pain in the 
glans penis, stoppage of the stream, and slight haema- 
turia. The searcher at that time employed by the 
family physician failed to reveal a calculus. He was 
treated by the usual remedies, and his bladder 
washed out at intervals by his family physician, Dr. 
A. T. Van Vranken. Under this management he 
improved, and was in fair health until March, 1889, 
when all of his old symptoms returned with increased 
violence. The urine was ammoniacal, and con- 
tained pus, blood, and mucus in large quantities. 
There was considerable prostatic hypertrophy. The 
searcher revealed a stone. I advised supra-pubic 
cystotomy and drainage. The operation was done 
May 29, 1889, the usual technique being employed. 
I not only removed one, but five calculi from dif- 
ferent pockets of asacculated bladder. A Trendelen- 
berg drainage-tube was introduced, and the wound 
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partially closed to secure a sinus from the bladder, 
after Dr. Hunter McGuire’s method. The old gen- 
tleman was comfortable after operation, his bladder 
was washed daily with boric acid solution, and he 
left the Hospital, June 24, 1889, with the fistula 
established. His cystitis was greatly improved. 
The sinus soon healed after leaving the Hospital, 
and the bladder returned to its normal condition. 


While my experience with supra-pubic cystotomy 
is not sufficiently great to make a personal general- 
ization valuable, yet I feel that a comparison of it 
with other operations, done by me for similar con- 
ditions, might not be amiss. First, I am sure that I 
am able to explore more thoroughly by the supra- 
pubic than by the perineal incision. More especi- 
ally is this true where the patient is fat and has a 
deep perineum. My first case of supra-pubic cys- 
totomy here reported was for the removal of a papil- 
lomatous growth. I had already operated in the 
case by the perineal method recommended until 
recently by Sir Henry Thompson. The subsequent 
history showed that the second operation was much 
more successful than the first. The facility with 
which the operation was done the second time thus 
showed a great improvement over the first. The 
growth was more accessible, the hemorrhage more 
easily controlled, and by the Trendelenberg posi- 
tion, with the use of the electric light and suitable 
retractors, an inspection of the field of operation 
was possible. Drainage was satisfactory. In the 
case of tuberculosis of the bladder, the diagnosis 
was surrounded by great difficulties. At that time 
there were no tubercular deposits in the mesentery, 
testicles, or epididymis. Primary tubercle of the 
bladder is exceedingly rare. In this case the ex- 
ploration was necessary to complete diagnosis. I 
am convinced that the same principles that are in- 
volved in the exploration of other organs should be 
applied to the exploration of the bladder. Again, 
the experience of surgeons with tuberculosis of the 
peritoneum has been very satisfactory. Guyon' 
reported two cases of tubercular cystitis treated by 
supra-pubic cystotomy and the application of iodo- 
form oil to the ulcer. One case was cured two and 
a half years later. The other was improved, and 
there was an absence of tuberculosis in both after 
treatment. From analogy, quite as much of the 
improvement can be attributed to drainage as to 
iodoform oil. 

The two cases of stone were both accompanied 
by a severe type of cystitis, and one by prostatic 
hypertrophy, multiple calculi, and sacculated bladder. 
Litholapaxy is, in my opinion, absolutely contra- 
indicated in such cases. Permanent lithotomy has 
often been done, and calculi lying in sacs near the 
fundus have been overlooked. I have had so unfor- 


1 Keyes: Annual of the Universal Medical Sciences, 1889. 





tunate an experience. Then, again, I have suc. 
ceeded better with supra-pubic siphon drainage than 
with perineal drainage. It is very difficult to main. 
tain an opening through the perineum after median 
section. Patients tolerate drainage-tubes badly, and 
their removal is often. necessary after a few hours, 
After median lithgtomy, patients begin to pass urine 
by the urethra often by the third day. 

I had a case, not long since, of cystitis from en- 
larged prostate, in which the perineal section was 
done for drainage; a day after the operation the 
drainage-tube, which was a large one, slipped from 
the wound, and retention of urine occurred. A 
good deal more distress was caused in introducing 
it again, than in the same procedure by supra-pubic 
incision. 

REMARKS ON INTERMEDIATE LAPAROTOMY 
FOR APPENDICITIS IN ITS QUIESCENT 
STAGE. 


By ROBERT F. WEIR, M.D., 


ATTENDING SURGEON TO THE NEW YORK HOSPITAL, 


WHILE a marked advance has been made in the 
pathology and treatment of perforations and gan- 
grene of the appendix vermiformis and the abscesses 
that result therefrom, yet it may be questioned 
whether sufficient data exist at the present moment 
to warrant the use of so severe a recourse as a 
laparotomy in those cases in which the disease, pre- 
viously of a threatening form, has returned once 
more to a period of quiet. In other words, it can- 
not be considered as settled that surgery is justified in 
its interference by the removal of an appendix when 
symptoms of urgency are not present. This seems 
arrayed against the teaching which has emanated 
from so able an exponent as Mr. Treves, but he 
himself has verbally and otherwise stated that the 
application of this intermediate laparotomy must, of 
necessity, be an extremely limited one. In truth, 
both physicians and surgeons see so many cases that 
recover, even when an operation almost stares one 
in the face, especially in these subacute cases, that 
we feel some uncertainty in these. instances. 

It is only in the actively progressing troubles in 
the right iliac fossa that surgeons are now in accord 
as to the necessity of early interference. As one of 
those who labored to present this conclusion to the 
profession, I venture, at the present time, to ask 
that more consideration be given to this point before 
accepting too hastily the maxim that the ‘‘ ounce of 
prevention ’’ theory applies to an appendix which 
has given rise to sundry previous attacks of pain, and 
perhaps dangerous tumefaction in the iliac region. 

Though our knowledge has embraced the fact that 
perforative lesions of the appendix are mainly due to 
hardened fecal contents or to foreign bodies (?), and 
that such openings are prone to be followed by gen- 
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eral or circumscribed suppurative peritonitis, we are 
still ignorant, in a great measure, of the simpler 
forms of appendical trouble, such as inflammation 
pure and simple, or associated after awhile with 
stenosis of some part of its canal, and also how often 
such a stenosis will beget trouble by accumulation 
of retained materials. Furthermore, if such a dis- 
tention or inflammation takes place, how dangerous 
is this compared with the perforative form? or, if 
perforation occurs from the bursting, is it as infec- 
tious as the other kind? May not, too, these 
simpler troubles be at the bottom of the slighter 
cases that so often are seen by the family medical 
attendant, and which the surgeon knows personally 
but little about? I have recently witnessed two 
laparotomies, and know of two others that have been 
performed in this city within the past two months 
for the ablation of an appendix in its quiescent 
stage, and have been struck by the total absence in 
each case of any trace of peritoneal changes from 
the previous attacks of pain, many of which were 
reported to have been severe. Most of these cases 
only showed some stenosis of a portion of the ap- 
pendical lumen, with moderate accumulation of 
mucus or muco-pus beyond the removed portion. 
One only had signs of a previous great distention, 
and in this case a strong adhesion to a neighboring 
bowel might have explained some of the recurring 
symptoms. In only one case, I may here remark, 
in the fourteen times I have had occasion to remove 
the appendix in acutely progressing abscess, did I 
find this tube perforated by a retained secretion—in 
this single instance there were two openings each 
the size of a broom-straw, and the resulting abscess 
had been of nearly two weeks’ duration in its devel- 
opment. 

In one of the foregoing intermediate laparotomies 
I occupied the position of a consultant, and agreed 
with those in charge of the case to an operation. 
Though this resulted fatally, yet the grounds for the 
decision were potent to those in charge of the case 
mainly from the fact not only of the recurrence twice 
of comparatively sharp attacks of iliac pain, etc., but 
that the conditions of life of the patient caused him 
to travel extensively and thus often removed him 
from the continuance of proper surgical observation. 

This condition, with the additional one that 
the attacks of recurrence should be so frequent as 
to impair the patient’s usefulness in life, seems to 
me the only reason of weight amply to justify the 
performance, in the quiescent period, of an opera- 
tion of acknowledged risk even in the most careful 
hands. , 

Time, of course, must solve the doubts that assail 
one’s mind in these cases, and it may demonstrate 
that the delay which I now advocate as preferable 
is wrong ; but in the cases other than in the circum- 





stances just enumerated it is wiser, in my judgment, 
to wait until an attack is presented, and which in 
itself would warrant surgical interference, and which 
then is to be promptly afforded. 

Within the past month I have given this opinion 
in favor of delay in three cases of recurrent appen- 
dical pain, and so far not one has had a return of 
the symptoms. Mr. Baker, of London, reported 
himself as the subject of twelve different attacks, and 
with a final period of freedom from symptoms for 
over ten years. It is probable, I may admit, that 
in such a case, seen by me during an attack, an op- 
eration would have been advised. But my point is, 
that only in exceptional and somewhat rare cases is 
it necessary to ‘‘ climb the hill before we come to it.”’ 

I beg to add to these brief remarks that the signifi- 
cance of pain on the finger-tip pressure, spoken of 
by Dr. McBurney, between the anterior spine and 
the umbilicus is somewhat negatived by the investi- 
gations of Schiiller, who found that the end of 
the czecum, and consequently the beginning of the 
appendix, is situated on the average in a line run- 
ning from the middle of Poupart’s ligament to the 
umbilicus, at the junction of its middle and lower 
thirds. Furthermore, I have myself found, on ex- 
amination of eighteen healthy persons by the above 
test of McBurney, that in four of them decided 
evidence of tenderness existed without other history 
of appendical attacks. 





CLINICAL MEMORANDA. 


SURGICAL. 


Successful Laparotomy for Contusion of the Intestines.— 
E. A., aged twelve, a healthy farmer’s boy, of spare 
build and nervous temperament, was kicked in the abdo- 
men by an unshod horse, about 4 P.M., August 19, 1889. 
He cried out as he received the blow, sat down and bent 


himself forward with his hands over the abdomen. He 
became pale and faint, objected to being taken into the 
house, as he preferred the open air, and he vomited 
freely several times. Liniments and hot applications 
were used on the abdomen. I saw the patient at 10. 
P. M., six hours after the injury was received. His pulse 
was then 120, temperature 9914°; abdomen rigid, but 
not distended. A red semilunar mark, one inch below 
the umbilicus and in the middle line, showed the point 
of impact. Abdomen very tender and the boy was very 
restless, pale and suffering considerable pain. I gave 
opiates and applied cold compresses to the abdomen. 
He vomited again and the opiates were repeated during 
the night. At my next visit at 8 o’clock on the follow- 
ing morning he was sleeping lightly. Pulse 120, tem- 
perature 100%.° Abdomen very tender and decidedly 
tympanitic, countenance pale and anxious. He had 
urinated freely twice during the night; urine normal. I 
ordered sal rochelle every two hours and the cold appli- 
cations being agreeable, were continued. The salt was 
given at regular intervals during the day ; enemas were 
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also used, but only resulted in emptying the rectum. At 
Io P. M, pulse 120, temperature 101°. Abdomen largely 
distended, no opiates since 6 A. M., restless, but no 
severe pain, no action of bowels. During the following 
night he vomited several times, the vomited matter hav- 
ing a very distinct odor of decomposition. There was 
mild delirium and the stomach became intolerant of 
everything ingested. 

On the morning of the third day there was a sudden 
fall of the temperature to 97°, while the pulse ran up to 
140 and became very weak. The abdomen was enor- 
mously distended, tympanitic above, and dull below the 
umbilicus ; countenance pinched, pale, and anxious. He 
had had no movement of the bowels since the accident. 
He tossed from side to side, and moaned, but said that 
he had no pain. 

The sudden fall of temperature below normal, the 
increasing rapidity and weakening of the pulse, with the 
cessation of pain, he having had no opiates for twenty-, 
four hours, led me to fear that gangrene of the intestines 
had occurred. I gave a very unfavorable prognosis, 
and suggested an exploration of the abdomen, intend- 
ing to resect the gangrenous portion of intestine, if such 
a condition existed to a limited extent. 

Being strongly impressed with the hopelessness of the 
case, the parents readily assented to the operation, if I 
thought it offered any chance whatever for his recovery. 

Being in the country, eight miles from home, I left the 
patient to make the necessary preparations, and get as- 

sistance. Having had some experience in abdominal 
surgery, I had instruments already prepared for that 
kind of work, and returned in three hours, Drs. Kim- 
ball and Eady with me to assist. These gentlemen 
carefully examined the patient, and gave their unquali- 
fied opinion that a fatal termination was to be speedily 
expected. The patient being anzesthetized, the abdomen 
was cleansed and surrounded with aseptic towels. My 
instruments were in hot carbolized water. Hands were 
scrubbed with nail brush and soap in water as hot as 
could be borne. My assistants as well as myself, had 
on aseptic operating robes. The operating room had 
an oil cloth carpet, which had been mopped while I 
was making preparation. All water used was boiled, 
strained, and used as hot as possible. The house and 
family were cleanly, and all the surroundings were 
favorable. 

The integument still showed the mark where he re- 
ceived the blow. A greenish serum escaped from the 
rectus as I opened its sheath, the muscle being cedema- 
tous and discolored. The abdomen contained consid- 
erable inodorous, bloody serum. The intestines were 
inflated, very red, and presented a sodden, cedematous 
appearance, and were covered with organized lymph, 
which aiso extended across the folds in bands. The 
omentum was also covered with lymph, in the midst of 
which was a black spot three-fourths of an inch in 
diameter. I turned out the ileum and searched for gan- 
grenous intestines, but found none. They were freed from 
the lymph, and being so inflated that their return into 
the abdomen would be difficult, I tapped with a trocar, 
drew off much gas and over a pint of liquid contents. 
The perforation was closed with a catgut, Lembert 
stitch, the serum absorbed with a sponge, and the 
abdominal incision closed with silk sutures, leaving a 





drainage tube in the lower angle of the wound, which 
was dusted with iodoform, covered with rubber protec. 
tive, bichloride gauze, and the usual abdominal band. 
age. As the serum was inodorous, I did not irrigate the 
peritoneal cavity. At the close of the operation, as his 
pulse was 150 and very weak, hot whiskey was given 
per rectum. He rallied slowly but steadily. He re. 
ceived grain of morphine and y}, grain of atro- 
pine, hypodermically, two hours after the operation, 
on account of the severe burning pain in the wound 
of operation which caused much restlessness, This 
promptly rendered him quiet and comfortable. Six 
hours after operation his pulse was 140, temperature 
100°, He became restless during the following night 
and again received morphine and atropine, which was 
the last opiate in any form that he required or received, 
He was also given soluble beef per rectum. The follow- 
ing morning his pulse was 120, temperature 99°. A 
small amount of serum escaped from the drainage tube 
during the day. He was given five grains of salol with 
ten grains of powdered charcoal every three hours; the 
salol as an intestinal antiseptic, the charcoal as an 
absorbent, and for another purpose which will appear 
further on. His kidneys secreted freely and bowels 
moved spontaneously the third day, the movements 
being aided by the beef enemas, which he would retain 
two or three hours. The tympanites subsided, and on 
the fourth day the charcoal appeared in the faeces, which 
gave assurance that the intestinal tract was open 
throughout its entire length, and that constriction from 
adhesions was no longer to be feared. The drainage 
tube was removed the third day, and the sutures the 
fifth, primary adhesion being secured except at the 
lower end of the incision. Small abscesses formed 
around two of the sutures where they passed through 
the contused muscle. They did not communicate with 
the adominal cavity and were thoroughly evacuated and 
injected with ‘“ campho-phenique,” and two days there- 
after there was no sign of suppuration. 

After the appearance of the charcoal in the fzeces, he 
was given liquid food per orem and the enemas were 
discontinued. 

On the ninth day his bowels failed to move and in 
consequence became much distended with gas. The 
tension became so great that in spite of adhesive straps, 
the wound opened for two-thirds of its length. This gap 
was in the integument only; the underlying tissues re- 
maining firmly united. The bowels were opened with a 
saline which relieved the distention. The wound was 
dressed with gauze wet with ‘“‘ campho-phenique ” and 
granulated without suppuration. 

On the fifteenth day I gave an anesthetic, freshened 
the edges of the separated integument, and united it with 
continuous catgut, supported by three silk sutures. The 
latter were removed five days later, the catgut remain- 
ing undisturbed. Prompt closure of the wound was 
thus secured and no further trouble was experienced. 
Otherwise his improvement was continuous from the 
date of the operation, and his recovery was complete. 

I am not aware of any precedent for the measures 
adopted in this case. Accidents from the same cause 
frequently occur, and quite frequently terminate fatally. 
The abdominal walls are often but slightly injured, or 
even marked, owing to their resiliency, and to the protec- 
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tion afforded by the clothing, and no definite opinion 
can be formed from the external marks, of the injury 
which the viscera may have sustained. More or less 
shock is expected to accompany such injuries, which 
may deepen into collapse, or be followed by reaction, 
with subsequent pain, tenderness, distention, constipa- 
tion, and peritonitis, or other symptoms depending upon 
the organ injured, or onthe nature of the injury received. 
However, these symptoms are by no means constant, 
and many cases are on record in which there was but 
little shock, several days elapsing before collapse indi- 
cated that a fatal termination was near, the autopsy re- 
vealing rupture of intestines or other extensive lesions. 

The general plan of treatment for such injuries has 
heretofore been rest, opiates, and fomentations, hot or 
cold. Beyond this it has been wholly expectant, meet- 
ing indications as they arose. Authorities have but 
little to recommend as to surgical treatment where there 
is no external wound communicating with the abdomi- 
nal cavity, and where rupture of internal viscera is not 
certainly known to have occurred. Emergencies fre- 
quently occur in the practice of every surgeon, in which 
he will search in vain for a guiding precedent, but will 
have to be guided by general principles and devise 
measures for the relief of the trouble. In this case, ex- 
pectancy failed, collapse was imminent, and opening 
the abdomen would scarcely add to the gravity of the 
case. 

The condition of the omentum showed that the at- 
tempt at organization of the exuded lymph had been 
arrested, and its death was occurring. The sodden, 
cedematous intestines, were inert and any attempt to 
excite peristalsis by the use of cathartics would be im- 
possible and their exhibition useless. Their paralyzed 
condition was particularly well shown when I attempted 
to draw off their contents with the trocar. After the es- 
cape of the gas and fluid in the immediate vicinity of 
the verforation, to get any further flow, manipulation of 
the gut between the fingers was necessary. The contents 
could not be forced any distance, but would be arrested 
by the first bend or flexure of the bowel. Nor do I be- 
lieve that aspiration would have given any better results. 

E. H. KiNG, M.D. 


West Liserty, Iowa. 





HOSPITAL NOTES. 
SYPHILIS. SCABIES. ECZEMA. 


Abstract of a Clinical Lecture 
Delivered at the New York Post-Graduate School, 


By ROBERT W. TAYLOR, M.D., 
PROFESSOR OF DERMATOLOGY. 


THE first patient presented to the class was a man, 
twenty-four years of age, who, five years before, had 
gonorrhoea and several chancres; but he gave no dis- 
tinct history of syphilis until two months ago, when 
glandular enlargement and an eruption made their ap- 
pearance; and subsequently he began to be troubled 
with rheumatic pains inthe knees. As it is the exception 
to find multiple hard chancres, it is probable that five 
years ago he only had gonorrhoea and chancroids. At 
present there is a typical pustular syphilide of the scalp, 
and a general papulo-pustular eruption, which is pinkish 





on the legs rather than coppery in color, owing to con- 
siderable inflammation. 

In hunting for an initial lesion, it is important to ex- 
amine the lymphatics, and at first sight it would seem 
that the disease in this case must have gained entrance 
on the chin; but the glands here are not much enlarged, 
and this enlargement appeared with the rash. The 
lesion in this locality has not the depth and consist- 
ency of a hard chancre. In all probability the point of 
entry of the disease was some insignificant lesion on the 
penis. 

No scratch-marks are observed on the legs, and yet 
the patient complains of itching both ot the scalp and 
legs. Asa rule, syphilitic eruptions do not itch, except 
about the head—where it is common—and it may be 
remembered that patients saying that an eruption itches, 
is not sufficient to classify it as a pruriginous eruption ; 
for, it is natural for anyone to scratch a pimple, and 
after it has been irritated in this way it is quite possible 
for itching to exist almost entirely as a subjective symp- 
tom. These syphilitic eruptions are not pruriginous in 
the sense that an eczema is a pruriginous eruption. On 
the legs, the itching is very often due to some temporary 
acceleration of the circulation in these parts, brought 
about, perhaps, by wearing flannel or tight-fitting boots, 
or by a plethoric condition of the system from one’s 
diet, or the ingestion of malt and alcoholic drinks. 

The rheumatic pains of which the patient has spoken, 
depend upon a low grade of inflammation of the fibrous 
tissues about the joints. 

This man has been attempting too much work, and 
that, too, in the most critical period of his syphilis. In 
the treatment of this case it is to be remembered that a 
man thus debilitated can only do about sixty-six per 
cent. of the work of a healthy man. The diet must be 
carefully regulated, drinking and smoking carefully 
avoided, and the patient placed under the best hygienic 
surroundings. Internally, he,should take one-third of a 
grain of the proto-iodide of mercury three times daily ; 
and locally, he should be instructed to rub a twenty per 
cent. oleate of mercury ointment into the scalp after 
proper shampooing. Besides this, it is to be rubbed 
over the patches on the body, and especially about the 
knees, and a plaster of the same or of mercurial oint- 
ment can be applied at bedtime about these painful 
joints. 

The second case presents an exception to the rule 
just mentioned, for he has three hard chancres which 
appeared four months ago. At present there is inguinal 
adenitis on both sides, and right epitrochlear enlarge- 
ment, together with a general roseolous syphilide. 

In treating this case the spots on the face and hands 
should be rubbed with a calomel ointment—one drachm 
to one ounce. It is ever to be borne in mind that in the 
majority of these cases there are cachexia and debility, 
and the tendency of the disease is toward depression. 


‘In curing the diathesis one must endeavor in every pos- 


sible way to fortify the system. This man requires a 
tonic of iron and quinine with one-quarter of a grain of 
the proto-iodide of mercury, three times daily. 

The third case had his chancre two months ago. This 
was followed by inguinal adenitis; and at present he 
shows, particularly about the hands and wrists, a larger 
form of miliary papular syphilide, which has been made 
itchy by attrition. 
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Noticing the aggregated papules only about the wrists, 
one might be led to make a diagnosis of scabies; but on 
the back of the hand they are not at all inflammatory, 
and they are entirely absent between the fingers. 

This /arge pox bears a certain resemblance to small- 
pox. The eruption has a hard, shot-like feeling, and on 
the face looks like a mild case of smallpox ; but the pa- 
tient has not had the prodromal fever, pain in the back, 
and general prostration which accompany smallpox ; 
and the eruption, instead of coming out on the face, and 
spreading regularly downward in the course of a week 
or ten days, has taken at least one month in its down- 
ward course; and in doing this it has skipped certain 
portions, and is centred upon the hands. His occupa- 
tion, necessitating working in oil, will probably account 
for the latter fact. In this case only a few of the lesions 
will go on to the formation of pustules, whereas in 
smallpox pustulation takes place rapidly, Thus, it is 
seen, on comparing the symptoms of syphilis and small- 
pox, that there is a similarity in the lesions only, not in 
their development, nor in their subsequent career. 

In this case a modified treatment is necessary. It 
must be borne in mind that all these papules on the 
body are foci of infection ; for the syphilitic process in 
each nodule is capable of causing indefinite multiplication 
of the newcells. A mild inunction treatment will ac- 
complish much for this patient, Preparatory to the in- 


unction, the patient will bathe his face well with soap 
and water at night, and then immerse himself for ten 
or fifteen minutes in a warm bath containing one pound 
of sal soda to thirty gallons of water. This bath will put 
the skin and follicular openings in proper condition tor 


receiving the mercurial inunction. The inunction is to 
be made three times daily with twenty grains of a fifty 
per cent. blue ointment, beginning at the head, rubbing 
it in thoroughly, especially around the ganglia, then 
passing successively to the groins, sides, and legs. In- 
ternally, he will be given the citrate of iron and quinine, 
and will be told to avoid smoking, drinking, and every- 
thing which will be likely to disturb the stomach. 

The fourth patient says that his syphilis began about 
sixteen months ago, when he had one chancre, which 
was followed by an eruption about the shoulders. Dr. 
Taylor called attention to the fact that in the four cases 
of syphilis which had been presented, only one had mul- 
tiple hard chancres. The inguinal glands are somewhat 
enlarged, though the patient has been under treatment. 
About ten months after contracting the disease, ptosis 
developed ; but at no time was there any impairment 
of vision. Ftosis occurring suddenly in young people is 
very often found to be due to syphilis, and it is a symptom 
of much diagnostic importance, particularly when com- 
bined with mydriasis, which is a not uncommon coinci- 
dence, 

The patient’s general condition is good, and his appe- 
tite is excellent, but the eruption has returned. This 
case at the beginning required very different treatment 
from that which is now indicated. At present there is 
nothing urgent; there is simply a relapse of the erup- 
tion; but it shows that the diathesis is still active in his 
system. There is no necessity for tonics, for the patient’s 
appearance shows that he is decidedly robust. He has 
been well treated, and his nutrition has improved since 
the onset of the disease. The significant point in this 
case is that, even though in such a good condition, there 





has been a relapse of a large pustular syphilide, showing 
that the infectious material is still circulating through the 
system. 

For this patient, frictions with fifty per cent. blue oint- 
ment are recommended for five nights ; it should then 
be omitted for three nights, when the treatment may be 
resumed for five nights more. Always insist upon the 
preparatory bath and a thorough cleansing of the parts, 

Whatever the treatment, one must always remember 
to make peace with the mouth, and see that the gums, 
tongue, and throat are as nearly as possible healthy, 
When mercurials are being administered, always insist 
upon the avoidance of smoking and drinking, and of 
the eating of vegetables and fruits which are apt to 
produce diarrhoea, particularly in cases where inunctions 
are employed; for these inunctions may cause colitis, 
This irritation of the alimentary canal is often sudden 
and furious in its onset, and is due to some sympathetic 
or metastatic effect upon the head of the colon. If, dur- 
ing treatment, the patient loses flesh or the digestion 
becomes impaired, stop the treatment or, if absolutely 
necessary to continue the administration of mercury, 
resort to some other method of giving it. 

Dr. Taylor next directed the attention of the class to 
a boy, aged twenty years, who had a mild eruption of 
scabies, which had begun between the fingers and had 
spread, by scratching, to the body. The eruption often 
spreads up the back of the hand, and turns in the furrow 
at the end of the styloid process of the radius, and then 


‘up the arm, centring in the thick skin of the elbow. In 


this case, the papules along the anterior fold of the axilla 
have become accompanied by pigmentation from scratch- 
ing, and all over the body they are small and not very 
inflammatory. None have appeared upon the penis. 
Twenty years ago scabies was really rarer than lupus, 
but now it is quite common. The acarus is transferred 
by the nails to different parts of the body. It also in its 
wanderings invades new tissue. 

The source of contagion in the present instance is not 
known, for the patient has not been around horses or 
dogs, nor has he slept in bed with other persons having 
itching eruptions, nor has he worn gloves or clothes be- 
longing to others. Dr. Taylor has found that the cases 
occurring among the better classes, which are far from 
uncommon, could be traced to a night in a sleeping-car 
in very many instances. 

In private practice, one is doing well if he succeeds in 
curing his patient within a week. The patient is to soak 
himself thoroughly in a bath at 100° F., in which there 
has been dissolved one pound of washing soda, and 
while in the bath he is to rub himself thoroughly with 
some good soap that makes an abundant lather, like 
Pears’ unscented soap. Having dried the surface, he is 
to rub in an ointment, consisting of one drachm each of 
balsam of Peru and milk of sulphur to each ounce of 
vaseline. This is to be left on all night. ‘He should 
have ready clean bedding and clothes. 

There is no necessity for internal treatment, but drink- 
ing liquor of any kind should be avoided, as the con- 
sequent increase in the circulation would add to the 
irritability of the skin. It is also wise to avoid eating 
anything which might produce an erythema. 

The next patient, a girl twenty-two years of age, and 
unmarried, presents an eruption which began as a scaly 
patch on the face, and which was scratched and freely 
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washed with soap and water. It has spread by scratch- 
ing to the hands, and has attacked the finger-nails, 
transforming the skin into rough, harsh, scaly patches— 
in other words, it is a case of thickened and infiltrated 
eczema of the neck and hands. 

She also has a large furuncle on the arm, and it is 
worthy of note that these furuncles very commonly 
make their appearance as the eczematous eruption is de- 
clining, or after its disappearance; and it is probable 
that in the highly sensitive state of the skin associated 
with this condition, pyogenic bacteria lodge in the folli- 
cles and give rise to these spots of suppurative inflam- 
mation, 

The patient must first be made to understand that all 
sources of irritation must be removed, that wetting of 
the hands is to be carefully avoided, and even move- 
ment of the parts is to be reduced toa minimum. In- 
ternally, she may take an alkaline tonic like the fol- 
lowing : 

B.—Potassii citrat. : ‘ ; - £3). 

Ferri et quin. cit. . ‘ ‘ . f3Ziss 
Syrupi . ‘ ; ‘ ‘ . ZY 
Aque . P ‘ 3 , . fZviij—M. 

Sig.—One tablespoonful three times daily in two table- 

spoonfuls of water. 


Locally, there should be constantly applied to the 
affected parts an ointment composed of equal parts of 
diachylon and zinc ointment, with twenty grains of car- 
bolic acid to each ounce, 

The alkaline tonic has a decidedly beneficial effect in 
allaying the irritability of the skin, and at the same time 
it improves the general nutrition. 
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The Prevention of Chilblains—LIEBRICH recommends 
the following wash as a prophylactic against chilblains: 


R.—Alum 
Sodium borate 
Rose water 


75 grains. 


g ounces,—M. 


} of each 


This should be used frequently. 
He also advises either of the following ointments : 


R.—Sodium borate 
Simple cerate 


80 grains. 
I ounce.—M. 
or, 
R.—Camphorated oil 
Lanolin . . 


2 drachms. 
3 ounces.—M. 


Hemorrhage after Tonsillotomy.— According to SIR 
MoRELL MACKENZIE, hemorrhage after excision of the 
tonsils can be controlled by a mixture of tannic and 
gallic acids better than by any other means. They 
should be combined in the proportion of one-third gallic 
acid to two-thirds tannic acid, the efficiency of the com- 
bination depending upon the fact that the tannic pre- 
vents the gallic acid from dissolving.—/ndian Medical 
Gazette, December, 1889. 


lodine in Vomiting.—According to the Practitioner for 
February, 1890, M. DARTHIER has recently added his 
testimony to the value of iodine for the relief of vomiting. 





The drug has been employed for this purpose for years 
both in America and England, (See Amer. Journ. of 
Med, Sci., April, 1883.) Darthier has used the tincture 
in nineteen cases, eleven of which were tubercular sub- 
jects, and has concluded that it is of more value in the 
vomiting of early phthisis than in the later stages of the 
disease. He relates cases with obstinate vomiting where 
the symptom was well controlled by the drug. One case 
had vomited after each meal for three weeks. From 
the commencement of the iodine treatment vomiting 
decreased, and at the end of a week had entirely ceased. 
The drug also proved useful in cases of alcoholic gas- 
tritis, gastric ulcer, and in the vomiting of pregnancy 
and chlorosis, 

In the Lancet of February 1, 1890, DR. FREDERIC 
TAYLOR also warmly recommends this method of treat- 
ment. He usually administers three to five minims of 
the tincture well diluted with water, and repeated every 
hour or half hour for six to eight hours if necessary ; the 
result is usually attained, however, after the second or 
third dose. He has used it with success in the vomiting 
of Bright’s disease, in cerebral vomiting, in the vomiting 
of migrain, in vomiting after chloroform, and in that due 
to gastric disease. In his experience it more frequently 
relieves than any other drug used for the same purpose. 


Tobacco and Alcohol Headaches.— The following pre- 
scription for use after excessive indulgence in alcohol or 
tobacco, is quoted by the Kansas City Medical Record : 


R.—Aromatic spirit of ammonia % drachm. 
Spirit of chloroform Io minims. 
Water . ‘ ‘ ; .  founce.—M. 


To be taken in one dose. 


Treatment of Acute Gastric Catarrh.—In the treatment 
of acute catarrh of the stomach, Dr. SAUNDBY, of Bir- 
mingham, advises, in addition to a restricted diet, one 
grain of calomel at bedtime, and before each meal a 
powder composed as follows : 


R.—Bismuth carbonate } : 
Sodium bicarbonate oe +e 
Powdered rhubarb . ¥% grain. 
Aromatic powder . ‘ ae ae 


If pain is persistent a mustard plaster is to be used. 
If the patient is subject to recurring attacks, a broad 
flannel band should be worn around the abdomen.— 
Provincial Medical Journal, February 1, 1890. 


The Treatment of Pharyngeal Inflammations by the Admin- 
istration of Salol._—In a recent number of the Annales des 
Maladies del Orielle,du Larynx, du Nez, etde Pharynx, 
Dr. GOUGUENHEIM reports twenty-two cases of inflam- 
mation of the soft palate, of tonsillitis, simple pharyn- 
gitis, and other forms of pharyngitis, treated with the 
most remarkable success by the internal administration 
of salol in doses of from 45 to 60 grains daily in three 
separate doses. Dr. Gouguenheim acknowledges his 
indebtedness to Dr. Caport, of Brussels, who first called 
his attention to the remarkable value of this remedy in 
the treatment of suppurative tonsillitis, and on this ac- 
count was led to test its value in various forms of angina. 
On account of insolubility, the remedy was simply sus- 
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pended in a mucilage, with directions given to shake it 
well before using. The diet was almost exclusively 
restricted to milk. In all Dr. Gouguenheim’s cases 
there was the most remarkable rapidity observed in the 
cure of dysphagia, no matter what might have been the 
cause of the angina; in four cases of severe scarlet fever 
the same effects were noted. In suppurative tonsillitis, 
although the results were evident enough to be highly 
satisfactory, the effects were not as striking as in simple 
inflammatory affections, though even here the author 
claims that his success surpasses what was to be ex- 
pected from any other form of treatment. In some cases 
the daily dose of 60 grains was exceeded, go grains being 
given in one case where the angina had been compli- 
cated by articular rheumatism. In most of the cases 
there was marked reduction of temperature, with reduc- 
tion in the swelling of the throat, fever, and dysphagia. 
— Therapeutic Gazette, February 15, 1890. 


Strophanthus in Infantile Diseases.—According to the 
Paris correspondent of the British Medical Journal, 
M. Moncorvo has treated many infantile diseases with 
strophanthus, and comes to the following conclusions : 
As .a diuretic and for combating cardiac disturbance 
strophanthus is invaluable in infantile therapeutics, Its 
action is prompt and energetic. It is perfectly innocuous. 
The tincture in mitral or aortic lesions with irregularity 
and deficient secretion of urine restores cardiac tone, regu- 
lates the rhythm, and strengthens the pulse. In infan- 
tile pneumonia or broncho-pulmonary affections, accom- 
panied by cardiac weakness, strophanthus is a valuable 
heart tonic. M. Moncorvo has not observed any marked 
influence on the nervous system or temperature. The 
action of strophanthus persists long after the treatment 
has been discontinued. M. Moncorvo employed an 
alcoholic tincture, in doses varying from four to twenty- 
eight drops in twenty-four hours. 


Corrosive Sublimate for Granular Lids.—In the Annatles 
@’ Oculistique, DR. ARNAUTS reports excellent results in 
the treatment of granular lids by the application of solu- 
tions of corrosive sublimate of a strength somewhat 
greater than is usually employed. He prescribed col- 
lyria of corrosive sublimate in the proportion of 1 to 500 
and I to 400, and of this one or two drops are instilled 
into the eyes two or three times daily. He admits that 
solutions having this strength excite some transient irri- 
tation of the conjunctiva; but this disappears in the 
course of a few minutes, and may be prevented by the 
antecedent instillation of a few drops of a solution of 
cocaine hydrochlorate. The remedy, he observes, costs 
little, and admits of easy application; and reduction of 
the granulations soon takes place. The effects of the 
solution are also well marked in causing the vasculari- 
zation of the cornea to disappear. The same plan of 
treatment can also be adopted with advantage in cases 
of ulcers of the cornea, many of which will rapidly heal 
under the influence of the solution. Dr. Arnauts records 
several cases showing the advantages to be derived from 
its use.— Practitioner, February, 1890. 


Biniodide of Mercury in the Treatment of Scarlet Fever.— 
In the Provincial Medical Journal, January, 1890, DR. 
ILLINGWORTH records five cases of scarlet fever treated 





by the biniodide of mercury, in which the disease was 
aborted in each case in seven days. As soon as the rash 
was well marked, the following mixture was given : 


R.—Solution of bichloride of 
mercury (Br. Ph.) . 
Potassium iodide 
Aromatic spirit of ammonia 
Syrup : : < os 
Water : Bie are . 6drachms.—M. 
One teaspoonful of this was administered every two 
hours. 


6 drachms. 
15 grains, 
1 drachm. 


“ce 


The throat was sprayed every four hours with 1 : 2000 
biniodide in sodic iodide. On the seventh day of the 
disease, in a child nine years old, the rash had quite 
gone, the temperature was normal, and the tonsils were 
granulating. In three other cases the same treatment 
was used with a similar result. In one the throat was 
not sprayed, and the disease caused otitis by extension 
along the Eustachian tube. The only case of cervical 
abscess was one in which no local application was made. 
In one case urgent purging came on within twenty-four 
hours, so the mixture was stopped, and the tincture of 
chloride of iron given every two hours with a powder ot 
one-sixteenth of a grain of the biniodide three times a day. 
As regards infection, the author states he has since found 
that by painting the throat with 1: 500 solution every 
four hours the disease is prevented from spreading ; des- 
quamation is merely scurfy, and chiefly confined to fin- 
gers and toes. 


Intra-venous Injections of Quinine in Malaria.—BacceEL.l, 
of Rome (Revue Générale de Clinique et de Thérapeu- 
tigue, January 23, 1890), in considering the treatment of 
the graver forms of malaria, advocates the intra-venous 
injection of quinine, as the drug is absorbed somewhat 
slowly after subcutaneous injection, and still more slowly 
when administered by the stomach. Baccelli was the 
first to experiment with the intra-venous method (Medical 
News, January 25, 1890), and he states that after the 
intra-venous injection, examination of the blood shows 
that the hzematozoa retain their form and activity for 
from six to twelve hours, when they disappear. Ten 
minutes after the injection the drug appears in the urine. 
The solution used by Baccelli consists of hydrochlorate 
of quinine, 15 grains; chloride of sodium, 1% grains; 
distilled water, 214 drachms. The operation is con- 
ducted with strict antiseptic precautions, disinfecting the 
skin with sublimate solution. A band, as for venesec- 
tion, is placed around the arm, and the needle is then 
carefully inserted into the most prominent vein, and the 
solution slowly injected. Not more than from seven to 
twelve grains of the quinine salt should be used for one 
injection, as larger doses produce symptoms of cincho- 
nism. Itis useless to give the quinine during a paroxysm, 
the proper time being after the paroxysm is over. Given 
at such a time, it will prevent, or greatly modify the sub- 
sequent attack. In remittent malarial fever, the injec- 
tion should be made at the beginning of the remission. 


Treatment of Epilepsy with the Actual Cautery.—In the 
Revue Générale de Clinique et de Thérapeutique, Jan. 
23, 1890, DR. DESCROIZILLEs reports three cases of epi- 
lepsy treated with the actual cautery. The first was a 
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boy of eight years, suffering from fefé¢ mal, with many 
attacks each day, and an occasional true epileptic con- 
vulsion. 

The second patient, a boy of four years, had suffered 
from petit mad since the first month of his life, the attacks 
later becoming convulsive. 

The third case, aged nine years, gave a history similar 
to the preceding, except that the attacks were less fre- 
quent. 

All of these cases Descroizilles treated by means of 
cauterizations of the shaven scalp with a point of hot 
iron. In the first cases, ten successive cauterizations 
were made in a period of six weeks; in the second, six; 
and in the third, four cauterizations; each application 
consisting of about thirty light touches with the heated 
point. None of the patients resisted the treatment, nor 
was it followed by pain or inflammation. In the first 
patient the attacks were reduced to one or two a day, 
then ceased for several days, but finally returned with 
their former severity. 

In the second case, improvement followed for a few 
days, but was only temporary. In the third case, no 
influence on the disease was exerted by the treatment. 


Antiseptic After-treatment of Vaccination. — Mr. JOHN 
BaRK, of Liverpool, after a long experience as public 
vaccinator, finds that there is not inconsiderable danger 
of erysipelas after vaccination, particularly among the 
poorer and dirty classes. This danger, he believes can be 
avoided by dressing the arm with a large pad of borated 
or eucalyptol cotton after opening the vesicle on the 
eighth day. On removing this pad, six or seven days 


after its application, it is found that the inflammatory 
infiltration has entirely disappeared, and in most cases a 
firm, hard crust has replaced the vesicles, so that the arm 
can be left unprotected. 


The Treatment of Asthma.—Dnr. T. F. PEARSE writes, in 
the Lancet, February 1, 1890, that in the treatment of 
asthma nothing is equal to sodium nitrite. As a rule, 
he prescribes it alone. In some cases, however, with 
the object of promoting sleep, he combines hyoscyamus 
with it. In other cases, the adaition of tincture of lobelia 
has seemed of benefit. When the sodium nitrite first 
came into use, he gave several doses of ten or fifteen 
grains to one patient who had suffered from repeated 
attacks of uncomplicated asthma for several years. The 
first dose made the patient so sick and faint that she 
could hardly be induced to repeat it, but she was freed 
from her asthmatic attacks up to the present time, a 
period of two or three years. Since then he has given 
it in doses of from three to five grains, frequently re- 
peated, and always with the greatest benefit. With re- 
gard.to hyoscyamus in asthma, he has found that the 
ordinary doses are of little use. Two drachms of the 
tincture are prescribed for a single dose, or one drachm, 
if it is to be repeated. Given alone in asthma, it will 
not relieve the paroxysm, but, combined with sodium 
nitrite, the effects are sometimes marvellous. 


Treatment of Buboes.—In the Lyon Médical for January 
26, 1890, M. CoRDIER contributes an article on the treat- 
ment of bubo, in which he describes the various methods 
which are best adapted to the treatment of this trouble- 





some condition, and reaches the following conclusions : 
First, in all cases puncture of the inflamed gland is to be 
performed, and the risk of meeting with pus is to be 
taken. Second, after the puncture, it is best to make an 
injection of a solution of nitrate of silver of the strength 
of 1 to 50. This he believes to be productive of a very 
rapid cure with a healthy cicatrix, although the method 
is more active than those generally employed. 


The Disadvantages of Sulphonal.—According to HENOC- 
QUE, sulphonal produces profound sleep, does not di- 
minish reflex action, and is not an analgesic, A suffi- 
ciently large dose causes, in animals, death from arrested 
metabolism and depression of temperature. Its unques- 
tionable hypnotic properties have been used by many 
alienists, who prefer it to chloral, paraldehyde, hypnone, 
or amylene hydrate. Italian and German physicians are 
particularly enthusiastic, the French less so. The latter 
have found it an unfaithful hypnotic in doses of fifteen to 
twenty grains, and that in larger amounts it causes chil- 
liness, vomiting, diarrhoea, cutaneous eruptions, stupor 
or vertigo. Melancholics complain of hallucinations 
after its administration ; hypochondriacs are depressed. 
—Revue Générale de Clinique et de Thérapeutique, 


January 23, 1890. 


Sunflower in the Treatment of Malaria.—In the Moscow 
Meditzinskoiéee Obozrenié, DR. MAMINOFF writes that he 
has recently tried the sunflower in ten successive cases 
of malarial fever in children aged from one to eleven 
years. Some of the cases were of an extremely severe 
and refractory nature, the affection having persisted in 
spite of treatment by quinine, arsenic, ergot, calomel, 
etc. In each of the patients, the sunflower course was 
rapidly followed by radical cure; in recent cases, the 
paroxysms ceased to recur from the second day of the 
treatment; in more inveterate ones, from the fourth 
or fifth. The remedy was employed in the shape of a 
tincture (1:5), prepared of fresh flowers and bark of the 
plant, the dose varying, according to the patient’s age, 
from ten to twenty-five drops three or four times daily. 
Since the tincture is free from any pronounced or un- 
pleasant taste and odor, it is taken by children quite 
readily. No disagreeable effects were ever observed. 
Dr. Maminoff warmly recommends a fair and extensive 
trial to this very simple, cheap, and easily accessible anti- 
malarial remedy.— Provincial Medical Journal, February 
I, 1890. 

The Treatment of Chronic Gastric Catarrh.—DR. ROBERT 
SAUNDBY insists that patients suffering from chronic 
catarrh of the stomach should be restricted to three 
meals a day, at fixed hours, the most suitable being: 
breakfast, eight to nine ; luncheon, one to two ; dinner, 
seven to eight. No food between these meals should be 
allowed. On rising in the morning the patient should 
sip five or six ounces of quite hot water, with or without 
a teaspoonful of Carlsbad salt dissolved in it, according 
to the state of his bowels. The salt may be taken every 
other morning, but the water every morning. This will 
wash the stomach clear of the decomposing mucus, If 
there is much nausea, it is very good practice to give an 
emetic the first morning—half a drachm of zinc sulphate 
with plenty of water. 
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Breakfast.—lf the stomach is very irritable, no hot 
drinks, such as tea, coffee, or cocoa, should be allowed, 
but a cup of cold milk and water substituted. Afterward 
cocoa or chocolate may be taken, with very little sugar. 
Boiled fish, boiled or poached eggs, or a little smoked or 
salted ham, may be eaten with two small slices of dry 
toast, but fats should be taken very sparingly. No fruits, 
vegetables, or sweets should be allowed. 

Luncheon,—Two arrowroot biscuits, or small slices of 
toast; oysters (with lemon juice, not vinegar) ; a mutton 
chop ; a slice of cold meat, fowl, or game: milk pud- 
ding, aérated water. 

Dinner.—No soup. Boiled white fish; stewed sweet- 
breads, tripe; lightly cooked beef or mutton, roast or 
boiled ; fowl or game; no pork or veal; no vegetables 
except a little well-cooked potato: milk or custard pud- 
ding, jelly; no fruit or pastry ; no cheese. No beer or 
spirits. Aérated water is the best drink. A glass of 
claret, with aérated water, is permissible—no other wine. 

In this list it is to be especially noted that all fruits and 
vegetables (except a little well-cooked potato) are ex- 
cluded: this is of great importance; a grape-skin or a 
piece of indigestible carrot will stir up an amount of irri- 
tation in a catarrhal stomach that will require many days 
to allay. On the other hand, animal food, if not over- 
cooked, is easily digested, and offers no mechanical re- 
sistance to the coats of the stomach. Vinegar, sugar, 
and beer are to be avoided, because they increase the 
acetous fermentation. Fats are liable to retard digestion, 
as are tea, coffee, spirits, and all wines, except cham- 
pagne; but a little claret with aérated water, or a 
glass of champagne, may be taken if‘desired. Pastry, 
cheese, veal, pork, lobster, crab, hot and spiced dishes, 
ices, and iced water are all known to be either indigesti- 
ble or irritating, so should be expressly excluded. 

If there is any pain or irritability, bismuth and rhu- 
barb may be taken before meals, Where, however, the 
symptoms point more to sluggish digestion, fulness,-and 
weight after meals, ten drops of dilute hydrochloric acid 
may be given in a wineglassful of water an hour after 
each meal, or the following mixture : 


R.—Dilute hydrochloric acid 
Dilute hydrocyanic acid 
Strychnine 
Glycerin ¥% ounce, 

Water . 5 ounces.—Mix, 

Of this a tablespoonful should be taken in water one 

hour after each meal.—Provincial Medical Journal, 
February 1, 1890. 


2 drachms. 
1 drachm. 


¥% grain. 


lodinated Muslin.—Taking advantage of the property 
possessed by cellulose of fixing iodine, which is afterward 
set free under the influence of gentle heat, “ iodinated 
squares,’ to be used in the same way as ordinary mus- 
tard leaves, are proposed. It is said that the iodinated 
muslin has certain advantages over applications of the 
tincture of iodine, causing less irritation, so. that the 
effects of the iodine can be longer continued. The fabric 
is prepared by first placing for a few minutes in a two 
per cent. sodium bicarbonatesolution. It is then washed 
and pressed and immersed for half an hour in a four per 
cent. solution of calcium chloride. Following this it is 
washed until the reaction is no longer alkaline, and 
placed in a five per cent. solution of hydrochloric acid 





for fifteen minutes, after which the acid is washed out 
and the muslin dried. Finely pulverized iodine is now 
spread upon both sides, the fabric is loosely rolled and 
placed in a glass-jar. This is heated until vapors of 
iodine begin to arise, when it is sealed and placed for 
two hours in a water-bath at 212° F. On cooling, the 
muslin is ready for use.—American Journal of Pharmacy, 
February, 1890. 


Formule for Dyspepsia.—HUCHARD points out certain 
means of combating dyspepsia and the prevention of 
flatulency. Among the medicaments he considers chloro- 
form one of the best, but on account of its local irritating 
action it must not be employed in its pure condition or 
in capsules, as so often ordered. The best form is satu- 
rated chloroform water, after one of the following form- 
ule ; 


K.—Saturated chloroform water 
Distilled water 
Mint water 


4 ounces. 


3% “ 


1 ounce.—M, 
One teaspoonful to be taken with each meal. 


R..—Sat’d chloroform water 
Orange-flower water 
Tincture of anise 


} of each 4 ounces, 
2% drachms. 


To be given as above. 

In the following preparation the chloroform is associ- 
ated with the excitants of the muscular walls of the 
stomach : 


. R.—Tincture of gentian 
xe “ anise 
ee “ nux vomica 
Chloroform . s ‘. 


ofeach 1, drachm. 


20 to 40 drops. 


Mix and filter. Take from ten to twenty drops in a 
little water fifteen minutes before eating. 

When the so-called absorbent powders are preferred, 
the following may be prescribed : 


2 drachms. 
I % iti 


R..—Powdered poplar charcoal 
Sodium bicarbonate 
Calcined magnesia 1drachm. . 
Powdered calumbo Ig 


Mix, and divide into forty powders, Take one powder 
an hour or half an hour before meals. 

If, at the same time, an antiseptic action is desired, the 
following may be given: 


R.—Beta-naphthol 
Salicylate of bismuth + of each 75 grains. 
Magnesia 


Mix, and make thirty powders, To be administered 
as the preceding. 


The following is useful as an aid to digestion : 


R.—Pancreatin 
Sod. bicarb. or benzoate ¢ of each 1 drachm. 
Magnesia 


Powdered nux vomica 5 grains. 


Divide into twenty powders, one of which is to be 
taken before each meal.—/Journal de Médecine et de 
Chirurgie, January, 1890. 
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THE INFLUENCE OF MENSTRUATION UPON 
LACTATION. 


From the earliest periods of medical history, the 
idea that the return of menstruation has an injurious 
influence upon the milk of a nursing woman has 
found many supporters. At the present day this 
opinion is generally entertained by the laity and by 
a large number of practising physicians, although it 
had its origin in absurd hypotheses in regard to 
milk formation and the nature of the menstrual dis- 
charge. Recent investigators, it is true, have stated 
that the quantity and quality of a woman’s milk are 
altered by the reappearance of the menses, and one 
observer claims that human milk, during menstrua- 
tion, contains bacteria. The first assertion rests 
upon a study of meagre material; the last is incor- 
rect. The best work yet done in this important 
field has recently been published in the Wiener 
kiinische Wochenschrift (Nos. 51 and 52, 1889, No. 
5,.1890, ‘* Ueber den Einfluss der Menstruation auf 
die Lactation,’’ F. Schlichter). In the Foundling 
Asylum for Lower Austria, during a period of five 
and a half months, careful watch was kept over the 
general health, evacuations, and weight of fifty-two 
children, suckled by women in whom menstruation 
had appeared, and thirty-three milk analyses were 
made. The work appears to have been done most 
carefully, and the conclusions arrived at, which we 





quote, deserve attention. ‘‘ The increase of weight 
in children suckled by menstruating women is, in 
many cases, extraordinary.’’ 

‘* The average increase in weight is greater during 
and directly after the appearance of menstruation 
than before.”’ 

‘¢ The condition of the child during menstruation 
in its nurse is all that could be desired.”’ 

‘* During the so much dreaded menstruation, but 
a single child became dyspeptic; the dyspepsia, 
however, did not interfere with a normal gain in 
weight in this child.’’ 

‘‘The milk analyses showed, on the average, less 
difference between the milk of a non-menstruating 
and a menstruating woman, than between the speci- 
mens of milk taken from one individual at morning, 
noon, and evening.’’ The paper closes with the 
four following conclusions, which we have modified 
by the insertion of qualifying phrases, in paren- 
theses. 

1. Menstruation returning during lactation—that 
is, after the sixth week from delivery—is not (nec- 
essarily) injurious to mother or child. 

2. Metrorrhagia before the sixth week may retard 
the development of the child. (This is true during 
later periods of lactation as well.) 

3. Diseases in the nursing child, as dyspepsia, 
colic, enteric catarrh, occurring during menstrua- 
tion in the nurse, should be regarded as coinci- 
dences and, therefore, 

4. Should not, a priori, be treated by a change of 
nurses (or artificial alimentation), but should be 
managed in the usual way (by medication and regu- 
lation of the length of the nursings and of the 
intervals between them). 

These statements are in accord with our own 
opinion, based on clinical observation, that men- 
struation, not excessive in amount or duration, nor 
accompanied by other pathological conditions, does 
not, of itself, interfere with lactation. 


MORE MEDICAL IGNORANCE. 


In THE MEDICAL NEws for November 16, 1889, 
we called attention to the answers which had been 
given by some of the candidates before the Medical 
Examining Board of Virginia, and now our atten- 
tion is called to an editorial article in the JVorth- 
western Lancet, giving some of the answers to the 
questions of the medical examiners of Minnesota. In 
one instance the candidate stated that ‘‘ The symp- 
toms of oedema of the glottis are that the patient 
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feels husky and has sore throat. I would amputate, 
if necessary ; I would do the operation within three 
or four months, if it was a bad case.’’ ‘‘ The dose 
of the sulphate of morphia for a child of five years, 
hypodermically, would be one-quarter of a grain, 
and if that did not give relief I would give half a 
grain.’’ To the question, ‘‘ What is an element? ”’ 
the answer was given, ‘‘ Earth, water, wind, and 
fire.’’ Trismus neonatornm was defined as ‘‘A pecu- 
liar trouble of the eye, generally congenital, with 
falling of the lids, which give an unnatural look to 
the ordinary face of a child.’’ Another candidate 
stated that ‘‘ The sympathetic system is composed 
of all the filaments of nerves that start from the 
spinal cord and are destributed to all parts of the 
system, especially the brain. The cervical portion 
ramifies the encephalon in general. The dorsal 
portion ramifies the anus.’’ Another enterprising 
individual, when asked for the distinctive histo- 
logical features of carcinoma, replied that ‘‘ Carci- 
noma will show a general dropsical condition, 
transparent condition of all the fluids except the 
urine, which may show considerable deposit, scanty 
and hot. The patient’s puls is heavy, large, does 
not care to move.”’ 

In the editorial to which we have already alluded, 
we attempted to show that the lack of interest on 
the part of the laity and some members of the pro- 
fession is constantly endangering the lives of a very 
large portion of the inhabitants of this country. 

Is it not possible for physicians once more to 
make an effort to obtain some such law in Pennsyl- 
vania as they have in Minnesota? And is it not a 
crying evil that one of the younger States of the 
Union should be so far in advance of one of the 
oldest ? 


SOCIETY PROCEEDINGS. 


NEW YORK NEUROLOGICAL SOCIETY. 





THE PRESIDENT, GEORGE W. JAcoBy, M.D., 
IN THE CHAIR. 


Dr. IRA VAN GIESON read a paper entitled, 


A CONTRIBUTION TO THE PATHOLOGY OF THE 
LARYNGEAL AND OTHER CRISES IN TABES, 


and described a case of tabes with laryngeal attacks 
during the last year of illness. One of the crises proved 
fatal, Microscopical examination showed the lesions of 
a chronic neuritis of the roots of the vagus and accessory 
portion of the spinal accessory nerves on both sides. 
Neuritis of the root fascicles or trunks of one or both of 
these was regarded as more frequently the cause of the 
laryngeal crises than central lesions. 





The author divided laryngeal crises into two classes: 
First, those in which the glottis constrictors and dilators 
were normal and the crises occurred from reflex spasm’ 
of the adductors. Second, a larger class of cases in 
which the constrictors and dilators were in a greater or 
less degree of paralysis. 

The first form of the crises might be produced by a 
neuritis of the roots of the accessory portion of the 
eleventh nerve, irritating the sensory fibres of the larynx, 
and being responded to by motor impulses through the 
vagus, which would produce closure of the glottis by 
contraction of the adductors. The second form of the 
crises might be produced by a destructive stage of the 
neuritis in the vagus, inducing a motor inability of both 
the adductors and abductors. But as it has been shown 
experimentally in animals that the adductors are stronger 
than the abductors, a reduction of power in both sets of 
muscles would render the equilibrium of the two sets of 
muscles so unstable that reflex irritation of the motor 
laryngeal fibres, or direct irritation of these fibres in the 
vagus by the neuritis would be responded to by a con- 
traction of the stronger adductors, analogously to the 
results of artificial stimulation of the motor larnygeal 
fibres in animals. When the neuritis affects both the 
vagus and accessory nerves together the conditions are 
favorable for the production of violent crises. A locali- 
zation of the lesions causing the other crises in tabes was - 
based on Gaskell’s description of the distribution of the 
sympathetic system, 

Dr. A, SCHAPRINGER presented a case of 


CONGENITAL BILATERAL ABDUCENS PARALYSIS WITH 
FACIAL PARALYSIS. 

The patient was a girl, eight years old, with congenital 
paralysis of both facial nerves and inability to rotate the 
eyeballs either to the right or to the left. Rotation of 
the eyeballs upward and downward was unimpaired, as 
was convergence. This condition of the motor apparatus 
of the eyeballs is termed by certain authors “ bilateral 
abducens paralysis,” which designation Dr. Schapringer 
considered insufficient and misleading, and he therefore 
proposed the term “bilateral pleuroplegia’’ as a substi- 
tute. There were only four similar cases on record, viz., 
one each described by Alfred von Graefe, G. C. Harlan, 
Julian Chisolm, and P. J. Moebius. Other coexistent 
anomalies present in the child were: a protuberant 
glabella, bilateral epicanthus, a slight deformity of the 
terminal phalanx of the left index-finger, a bifid uvula, 
and a sunken sternum representing a rudimentary form 
of “ funnel chest.” There was also a partial implication 
of the motor portion of the fifth and of the hypoglossal 
nerves, 

Dr. Schapringer considered the phenomena within the 
sphere of the cranial nerves as due to a lack of develop- 
ment of the brain involving the nuclei of the fifth, sixth, 
seventh, and twelfth nerves. 

Dr. C. A. HERTER then read the history and report 
of the autopsy of a 


CASE OF CERVICAL PARAPLEGIA FROM DISLOCATION. 


J. F., a mason, fifty-seven years of age, fell head first 
from a scaffolding, a distance of twelve feet, striking with 
his head against a board. The patient was conscious on 
admission to the hospital. Examination failed to elicit 
evidence of fracture or dislocation in any part of the 
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cervical spine, but there was great tenderness of the 
sixth and seventh vertebrze, There was complete motor 

lysis below the arms. The forearms and arms were 
normal, but there was weakness of the muscles of the 
hand, There were also anzesthesia and analgesia of the 
lower extremities, and of the trunk extending high on 
the chest, On the arms the anesthesia involved, roughly 
speaking, the distribution of the ulnar, internal cutaneous, 
and lesser internal cutaneous nerves, and was sym- 
metrical. 

With the exception of the plantar reflex of the left side, 
both superficial and deep reflexes were absent when the 
patient was admitted. There was a cincture pain about 
the lower part of the neck, and above and below the 
clavicles there was hyperalgesia. Below the neck there 
was pronounced myoidema, and fibrillary contraction 
could readily be elicited. Respiration was purely dia- 
phragmatic ; temperature on admission 97.2°. Retention 
of urine and incontinence of feces. 

Nine hours after admission the sensory loss was un- 
changed, but the motor paralysis had spread, so as 
to involve the flexors and extensors of the wrist, the 
triceps, and to a less extent the pectoralis major, and 
the pronators and supinators. Very slight power re- 
tmained in the biceps. Respiration continued diaphrag- 
matic. The pulse was somewhat -feebler than on 
admission, but good. The temperature had risen dur- 
ing the afternoon following admission to 104°. 

On the day following admission the patient’s condition 
was about the same, except that the biceps was some- 
what feebler. During the afternoon of this day there 
was some embarrassment of respiration, and on the sec- 
ond day after admission the patient died from respiratory 
failure, having survived the injury forty hours. 

The autopsy revealed a dislocation forward of the sixth 
cervical vertebra, and an oblique fracture through the left 
superior articular process of the sixth vertebra. The for- 
ward displacement of the sixth vertebra was probably not 
more than one-third of an inch. How much pressure was 
being exerted on the cord at the time of the autopsy could 
not be determined. Examination of the cord showed that 
the eighth cervical segment was extensively disintegrated, 
and that the seventh was considerably softened by the 


.displacement of the vertebra. At the junction of the 


sixth and seventh segments the central canal was dis- 
tended by hemorrhage, and there seemed to be some 
extravasation into the surrounding gray matter. Above 
the sixth segment the cord was normal. The case sup- 
ported the view that the peculiar distribution of the sen- 
sory disturbance noted in the upper extremities depended 
on a lesion of the eighth cervical and first dorsal seg- 
ments, and that in this case the biceps was represented 
at a lower level than is considered usual—v. ¢., in the 
lower part of the sixth segment. 
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PARIS. 
Typhoid Fever in Paris. 


To the Editor of THz MEDICAL News, 

SiR: Before entering upon this subject, it is necessary, 
I think, to explain in as few words as possible, the distri- 
bution of drinking water in the city of Paris. 





In this city, water is derived from several sources: 
spring water and river water (Seine water). The spring 
water is very scarce, and is only distributed to a certain 
number of the twenty districts into which Paris is ad- 
ministratively divided. This spring water is obtained 
through canals as near to the source as possible, so as to 
prevent its pollution by passing through crowded cities. 
The quantity, however, is very small, as compared to the 
amount used by the whole city ; hence, the water of the 
Seine, which passes through Paris, after having passed 
through several large cities, is used. This has become 
infected by the sewage of the other cities before it reaches 
here, and is supplied to the majority of the districts. 
I must say, however, that the city is now engaged in 
extensive works to secure a spring water supply, so as to 
be able to avoid altogether the consumption of river 
water by the inhabitants, which is now plainly proven to 
be the cause of the large amount of typhoid fever in 
Paris. 

The authorities, as a matter of justice to all the in- 
habitants, have conceived the idea of giving spring 
water for a certain length of time to many districts of 
Paris, while during the remainder of the year these same 
portions of the city are supplied with river water; each 
district taking its turn. The result of such a distribution 
is the dissemination of typhoid fever throughout all the 
districts instead of keeping it localized to a certain 
number. - 

About three years ago, two prominent and well-known 
physicians of Paris, Professor Chantemesse and Dr. F. 
Vidal, stated that the Seine was the principal cause of 
the typhoid fever epidemic observed in this city ; found- 
ing this opinion on the fact that whenever 7iver water 
was distributed to a certain number of districts, three 
weeks later the number of typhoid fever patients ad- 
mitted into the hospitals from these quarters was three or 
four times greater. Some physicians at the time ob- 
jected to this opinion, and believed that the real cause of 
the disease was not the distribution of water, but the 
influence of the season; as in summer, the number of 
cases of typhoid fever is always high. They claimed 
that the contamination by water was a mere coin- 
cidence. To this the above-named gentlemen rightly 
objected, that during the winter of 1887, an accident 
having occurred to the canal which brings the spring 
water to Paris, the river water replaced it for several 
weeks, and during that time the mortality from typhoid 
fever ran up to as high a percentage as in the middle of 
the summer. ; 

Another objection was, that if the Seine water was the 
real cause of the disease, the disease would only present 
itself in quarters where this water is distributed, while 
cases of typhoid fever are observed in districts receiving 
spring water. But the objectors forgot the fact that most 
of the persons who are liable to be attacked by typhoid 
fever, young men, are, during the day, in different parts 
of the city, where river water is used. 

The year 1888, having been a very rainy one, and con- 
sequently the amount of water used for sprinkling the 
streets having been greatly decreased, river water was 
not substituted for spring water in most of the districts, 
and the statistical results show that at the end of the year 
the percentage of deaths from typhoid fever had de- 
creased to a smaller number than for thirty years. Ob- 
serving the statistics we find, that while spring water was 
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being distributed to the city, the number of cases of 
ty phoid fever admitted in the hospital was as follows : 


April 7, 1889, to April 13th, . . 22 cases. 
BES SS ei aarS | 2 «aga 
“May 4th, 26 
<0 Oath, 47 
18th, 33 


On May 25th, the city authorities began to substitute 
river water for the spring water, and we find the follow- 
ing number of entrances: 


“ “oe 


18 cases. 
26 “ 
39 
48 
- 73 
. 127 
. 120 
. 129 


As was previously indicated by MM. Chantemesse 
and Vidal, it will be observed that three to four weeks 
after the substitution of Seine water for the spring, the 
cases of typhoid began to increase, and became more 
_ and more numerous as more river water was given. The 
number of deaths is much greater in those districts which 
use river water. 

It remains now a fact well proven, and admitted by 
all physicians in Paris, that the mortality from typhoid 
fever is three to four times higher in districts supplied 
with river instead of spring water. 

Dr. Schneider, of the French army, has made similar 
observations to the preceding, in the Department of 
War. While spring water was distributed to the troops 
only ten cases of typhoid fever were observed in the 
whole Paris garrison during the month of October. On 
October 31st, for some reason, river water was sub- 
stituted, and from November 8th to November 2ist, 14 
cases entered the military hospitals; from November 22d 
to November 30th, 34 cases; and from December Ist to 
December 12th, 41 cases were admitted. As an addi- 
tional proof, five barracks, including about five hundred 
soldiers, were kept on spring water, and during the period 
trom November 22d to December 12th, which was par- 
ticularly unfavorable, as shown above, not one single 
case of typhoid fever was observed in those barracks. 
Hereafter the Secretary of War has decided, that nothing 
but spring water shall be distributed to the soldiers. 

The bacteriological researches made by Professor 
Chantemesse and Dr. Vidal, in the early part of 1887, led 
them to the conclusion that the only safeguard against 
typhoid fever, for those who were compelled to drink 
river water, was to have the water boiled for at least ten 
minutes. 


May 26th to June Ist, 
June 2d “ “ 8th, 
“ 16th “  “ 22d, 
“23d “ = “ 2oth, 
July 7th “ July 13th, 
igi 21st “ “ 27th, 
Aug. 4th ‘ Aug. roth, 
“ rith “ “ 17th, 


MILWAUKEE. 
To the Editor of Tut MeEpicat News, 


Sir: The city of Milwaukee can hardly be considered 
a medical centre. It has not its struggling, poorly sup- 
ported and half-equipped medical college or university 
which 4s the boast and burden of the local profession of 
many cities of lesser size and importance. It is doubtful 
if there is another American city of the size of Milwaukee 
without its one or more medical colleges. In these days 





of multiplying institutions of medical instruction, this 
fact is not to be regretted by those who look to the best 
interests of higher and more thorough medical educa- 
tion. 

The city contains a population of two hundred and ten 
thousand, with about the average proportion of doctors, 
among whom are representatives of almost every medi- 
cal college in the United States, and a considerable pro- 
portion of graduates of foreign institutions. The climate 
and location make it one of the healthiest of American 
cities. Although the population is largely foreign, the 
intelligence and hospitality of its people render it a most 
desirable place of residence. 

With hospitals Milwaukee is fairly well supplied. The 
Milwaukee County Hospital is located at Wauwatosa, a 
suburb just west of the city. The removal of this hos- 
pital to the city is a subject discussed’ among the physi- 
cians and the county officials, but the question is still 
undecided. By the majority of the physicians of the 
city it is thought that the usefulness of the institution, 
both to the public and to the profession, would be largely 
increased by its removal; there are, however, hospitals 
within the city where cases of injury and disease may be 
well cared for, and the question at issue is, perhaps, one 
of economical management rather than one of necessity. 
Within the city proper, St. Mary’s Hospital and Passa- 
vant Hospital are the two leading institutions, each with 
its appointed medical and surgical staff. The hospitals 
just named both admit charity cases upon proper recom- 
mendation, and also afford facilities whereby a patient 
may be furnished with a bed or private room, and be 
treated by any physician whether he be a member of the 
hospital staff or not. With these should be mentioned 
St. Joseph’s Hospital and the Emergency Hospital. The 
latter has been established about a year and a half, has 
an efficient medical and surgical staff, is the most cen- 
trally located, and the work done since its establishment 
has fully demonstrated the necessity for such an institu- 
tion. The Elms Hospital for Women and Trinity Hos- 
pital are private institutions. 

The Wisconsin Training School for Nurses, attached 
to the Milwaukee County Hospital and the Elms, also 
deserves mention in this connection, It is an institution 
conceived and conducted by a number of benevolent 
and enterprising ladies of the city, their first annual 
report appearing in October last. The work already 
done and the evidence of an extending field of usefulness 
are in every way creditable and encouraging to the pro- 
moters of the institution. 

There are several medical societies in which the pro- 
fession of the city are represented, but none exists 
in which the physicians of the city are interested as 
they should be. A good city medical society is at pres- 
ent a desideratum. The Society of German Physicians 
andthe Clinical Club are good in their way, but the mem- 
bership in both is limited. About one-fourth of the phy- 
sicians of the city are members of the State Society, and 
a still smaller proportion are members of the Rock River 
Medical Society, a district society which with its quar- 
terly meetings has the reputation of doing most excellent 
society work. 

We have in our city the best medical library west of 
Philadelphia, a private collection of twenty thousand 
volumes ; the hospitality of its shelves is kindly extended 
to the profession of this and neighboring cities by its 
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generous owner, Dr. Senn. The Clinical Club has in 
its rooms a good collection of books, numbering about a 
thousand volumes, the library of the late Dr. John K. 
Bartlett, with some additions, The Club also places 
before its members a very complete list of medical peri- 
odicals, both American and foreign. To this collection 
of books and current literature the profession of the city 
may also have access. 

A somewhat amusing case has recently come up 
in our city court. It appears that some time after an 
external urethrotomy, a man died suddenly, and the 
physician who made the autopsy, observing a fistulous 
opening in the cicatrix, stated incidentally that the 
subject was an hermaphrodite. This getting into the 
hands of a reporter, and appearing in one of the city 
papers in an objectionable way, the widow of the deceased 
sued and recovered damages in small amount from the 
newspaper. 

Dr. Senn has recently received an invitation tendered 
by the Committee on Surgery, and by von Bergmann, 
President, of the Tenth International Medical Congress, 
to be present at Berlin in August next, and deliver a 
lecture on intestinal surgery, with demonstrations—a 
fitting honor to one who, by reason of his skilful and 
original investigations, stands, in this special department 
of surgery, facile princeps. The invitation has been 
accepted. 


BALTMORE. 


To the Editor of THE MEDICAL NEws, 


Str: On December 17th a movement was started in 
the city of Baltimore, having for its object the improve- 
ment of medical education primarily in Maryland, and 
secondarily all through the United States. In order that 
a meeting might be held, consisting of the most repre- 
sentative and most interested men on this subject, the 
following letter was widely distributed among the pro- 
fession, and signed by the most prominent men in Balti- 
more and Maryland: ; 


“With a view to joint action on the part of our five 
medical schools, it is proposed to hold a meeting of rep- 
resentatives from the faculties to discuss the feasibility 
of introducing reforms. It is thought that a joint action 
will render the difficulties to be met easier to deal with, 
and it is hoped that your interest in higher medical edu- 
cation. will induce you to bring the matter before your 


faculty at the earliest practicable moment, with a view | 


to the appointment of a committee of conference. Jan- 
uary 15th at 1 Pp. M., the hall of the Medical and Chir- 
urgical Faculty of Maryland, is named as the time and 
place of the meeting. Yours respectfully, 

“JACKSON PIPER AND OTHERS.”’ 


In response to this call, a meeting of the representa- 
tives of the various colleges in Baltimore was held on 
January 15th, and was largely attended. As a result of 
the meeting, the following circular was drawn up and the 
secretary instructed to send a copy to all the Medical 
Schools and Boards of the United States : 


“To the Medical Colleges of the United States: The 
Baltimore medical colleges and the Johns Hopkins Hos- 
pital, having met for the consideration of reforms 
urgently needed in the system of medical education 





hitherto in operation in this country, after a full discus- 
sion of this most important subject, have come to the con- 
clusion that it is not expedient, nor, indeed, practicable, 
for the medical schools of any State to assume alone the 
responsibility of adopting advanced methods; yet, fully 
convinced of the pressing need of a change, and ear- 
nestly desirous to see it consummated, they are unwilling 
to let matters rest longer as they are, without at least an 
effort on their part to improve them. They have deter- 
mined, therefore, to issue this appeal to the medical 
schools of the United States for their coéperation in in- 
augurating a national advance. Fully aware of previous 
ineffectual efforts in this direction, they yet realize that 
times have greatly changed since those efforts were 
made, and they believe that a repetition of them at this 
time would have a good prospect of success. The ap- 
proaching meeting of the American Medical Associa- 
tion, drawing delegates, as it will, from every part of the 
country, offers a good opportunity for convening those 
who are interested in the contemplated change. We 
therefore invite you to join with us in holding a confer- 
ence for the full consideration of ‘medical education in 
this country, and measures for its improvement,’ and we 
request that you will appoint at your earliest convenience 
one or more delegates from your faculty to represent it 
at a meeting to be held at Nashville, Tenn., on the 21st 
of May, 1890, at 3 P.M. It is requested that delegates 
should be instructed as far as possible as regards the 
wishes of their faculties upon the various measures now 
proposed in connection with advances in medical in- 
struction, in order that definite results may be arrived at 
with the least possible delay‘and trouble. The following 
subjects are considered as most likely to come up for dis- 
cussion : 

“1. Three years’ course of six months’ sessions. 

“2, Graded curriculum. 

“3. Written and oral examinations. 

“4. Preliminary examination in English. 

‘5. Laboratory instructions in chemistry, histology, 
and pathology.” 


OLDEST LIVING GRADUATE OF THE UNIVER- 
SITY OF PENNSYLVANIA. 


To the Editor of THE MEDICAL NEws, 

Sir: An item in a recent number of THE MEDICAL 
NEws states that Dr. I. L. Coffman, of Phoenixville, Pa., 
is said to be the oldest living graduate of the Medical 
Department of the University of Pennsylvania, he having 
been practising sixty-one years. It may be of interest to 
note that Dr, T. T. Slaughter, of Madison County, Va., 
who has practised medicine continuously up to within 
the last year, graduated from that institution in 1825, and 
practised his profession for sixty-four years. He is now 
in the eighty-sixth year of his age. 

- Yours truly, 
R. W. SLAUGHTER. 


NEWS ITEMS. 


Modern Dissecting Tables.—At the Morgue in New York 
City new dissecting tables are to replace the antiquated 
ones now in use. They will be fitted with movable gas- 
jets, hot and cold water, and spray pipes, and an adjust- 
able joint, so that the bed of the table may be shifted to 
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any angle desired. A newspaper item quotes one of 
the medical attachés of the Coroner's office as saying 
that the cost of a modern table is between $500 and 
$800, according to the completeness of its outfit. 


An Antirabic Institute at New York.—A Pasteurian Insti- 
tute was inaugurated in New York City, in a very quiet 
way, on February 16, by Dr, Paul Gibier, recently of 
Paris, the director of the institute. He will be assisted 
by Drs. Van Schaick and Lieutard. The present loca- 
tion of the institute is No. 198 West Tenth Street, where 
it will be conducted by Dr. Gibier at his own expense, 
and the poor will be treated free of charge, as is done by 
Pasteur in Paris. Dr. Gibier was, for many years, the 
first assistant to Pasteur; and it is by the advice of the 
latter that the undertaking has been located at New 
York. One patient, a boy, has already been admitted 
to the institute, and is under treatment by Dr. Gibier. 


A Bogus Hospital receives Public Money.—The “ Sani- 
tarian Hospital’ of Brooklyn is under a cloud. Its pro- 
prietor has been indicted by the grand jury for larceny, 
on account of obtaining charitable funds from the public 
treasury without furnishing a hospital service. The in- 
dicted physician is said to be an eclectic, and extracts 
from his so-called minutes show that he is without edu- 
cation, few words being correctly spelled. 


Medical Examinations in Germany.—The last annual re- 
port of the Board of Medical Examiners of Prussia shows 
that of 683 candidates, 504 were passed; the percentage 
of successes being 74, failures 26. 


Regulation of Medical Practice in the District of Columbia. 
—A bill has been introduced into the Senate of the 
United States establishing a Board of Medical Examiners 


in the District of Columbia. This board will be com- 
posed of ten physicians or surgeons, five practitioners of 
homceopathy, and three dental surgeons. The term of 
office, according to the bill, will be four years. 


The Value of American Diplomas in Berlin. —A cablegram 
states that much indignation has been aroused in the 
two hundred American medical graduates in Berlin, be- 
cause the authorities at the university have determined 
not to recognize as valid any diplomas issued by medical 
colleges in the United States. 


Surgeon T. H. Parke. — Surgeon Parke is temporarily 
doing duty at the hospital at Cairo. The following para- 
graph was written by a correspondent who accompanied 
the Stanley party on their way to the coast: ‘Surgeon 
Parke is a young medical officer of the British army, and 
a native of Dublin. Like Stairs, he had to obtain leave 
of absence for the purpose of joining the expedition, and 
he is also a volunteer serving without pay. On all sides 
the correspondent heard nothing but the highest praise 
of Parke. Surgeon Parke met Emin Pasha at the same 
time as Stanley did, and was present at their first mem- 
orable interview.’’ He is but twenty-six years old. 


A Possible Source of Lead-poisoning.—According to Mr. 
Herbert Whitby, of England, a possible source of lead- 
poisoning in that country exists in the “tons upon tons of 
lead scattered over the land by sportsmen. In some 





places on the moors the ground is literally paved with 
lead, and the effects are terrible to contemplate when it 
is considered that water from the moors forms part of 
the water-supply of many towns,” Fortunately for us, 
it must be many years before such a danger can exist in 
this country. 


Death from Snakes and Wild Animals in India.—According 
to the /ndian Medical Gazette, the total number of peo- 
ple killed in India by wild animals and snakes, in 1887, 
was 22,348 ; in 1888, 22,900. Whether this increase can 
be accounted for by a proportionate increase in popula- 
tion, and migration to new sections of the country, is not 
stated. 


Obituary.—Dr. RICHARD D. LEE, one of the senior 
members of the medical profession in Harford County, 
Maryland, died suddenly on February 4th. He was found 
dead in his carriage, in the public road, near Bellaire. 
Dr. Lee was graduated in 1848 from the Washington 
Medical College at Baltimore. 

—— Dr. HEINRICH FREY, of Zurich, died January 23d, 
of apoplexy supervening upon an attack of epidemic 
influenza. He was Professor of Anatomy in the Univer- 
sity of Zurich, and was well known in the scientific 
world by his works on the microscope and on histology, 
which have been translated into the principal European 
languages. He was in his sixty-ninth year. 





OFFICIAL LIST OF CHANGES IN THE STATIONS AND 
DUTIES OF OFFICERS SERVING IN THE MEDICAL DE- 
PARTMENT, U. S. ARMY, FROM FEBRUARY 18 TO FEB- 
RUARY 24, 1890. 

By direction of the Secretary of War, the retirement from active 
service, on February 9, 1890, by operation of law, of ANDREW K. 
SMITH, Colonel and Surgeon, under the provisions of the Act of 
Congress approved June 30, 1882, is announced. Colonel Smith 
will proceed to his home.— Par. 1, S. O. 34, A. G. O., Washing- 
ton, D. C., February 9, 1890. 

RAYMOND, HENRY J., Assistant Surgeon.—Is promoted to be 
Assistant Surgeon with the rank of Captain, after five years’ ser- 
vice, in accordance with the Act of June 23, 1874. 

KNEEDLER, WILLIAM L., Captain and Assistant Surgeon.— 
Upon being relieved from duty by Captain Robinson, will report 
at Jackson Barracks, Louisiana, for duty at that station, relieving 
Freeman V. Walker, First Lieutenant and Assistant Surgeon. 
Upon being relieved, Assistant Surgeon Walker will report at Fort 
D. A. Russell, Wyoming Territory, for duty at that station.— 

* Par. 4, S. O. 43, A. G. O., February 20, 1890. 

ROBINSON, SAMUEL Q., Captain and Assistant Surgeon.—Now 
on duty at Fort Hamilton, New York, is relieved from duty in the 
Division of the Atlantic, and will report in person to the Superin- 
tendent U. S. Military Academy, West Point, New York, for tem- 
porary duty at the Academy, to relieve William L. Kneedler, 
Captain and Assistant Surgeon.— Par: 4, S. O. 47, A. G. O., Feb- 
Tuary 20, 1890. 





ma}HE MEDICAL NEWS will be pleased to receive 
Ml) carly intelligence of local events of general medical in- 
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